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BRUCELLAR SPONDYLITIS AND HEPATITIS 
A REPORT ON TWO CASES WITH A REVIEW OF THE LITERATURE 
H. Ipp, M.B., B.CH. (RAND), Senior Medical Officer, Edenvale Hospital, Johannesburg 


The object of this paper is to draw attention to the bone and 
liver complications of brucellosis, a disease which is more 
common in South Africa than is generally believed. 

Evans,’ senior bac vriologist of the National Health 
Institute of the USA, suggests that the number of persons 
suffering from brucellosis in the USA, during any year, 
probably lies somewhere between 40,000 and 4,000,000. This 
includes cases disabled by the disease as well as those who 
have recovered completely from a transitory infection. The 
2 cases reported here presented at the Edenvale Hospital, 
Johannesburg, within | month, which suggests that brucellosis 
is a common condition in South Africa. 

Brucellosis is characterized, in the active period, by septi- 
caemia. This accounts for its widespread complications. 
Bone and liver complications have been reported with in- 
creasing frequency in the USA! and in other parts of the 
world.*: * 

Case | 

A 65-year-old female from Johannesburg was admitted on 
28 September 1957. She was admitted previously to another 
hospital with a history of pains in her legs for 3 months. She was 
discharged 10 days later with the diagnosis of a degenerative disc 
lesion, and was treated with tolseram tablets, 2 r.d.s., and physio- 
therapy. After 47 days on this treatment, without any improvement, 
she was brought to Edenvale Hospital with excruciating pains in 
the legs and unable to walk. She was pyrexial (101°F); blood 
pressure 160,90 mm. Hg; n»i/ abnormal in chest or abdomen; 
some wasting of both quadriceps muscles and diminished sensation 
in the 3rd lumbar dermatome. 

Investigations: Hb. 12-1 g., leucocytes 8,500, neutrophils 81°, 
sedimentation rate 52 mm. im the first hour (Wintrobe), blood urea 
14 mg., blood sugar 110 mg., alkaline phosphatase 6-8 King 
Armstrong units, urine normal and X-ray of chest normal. X-ray 
examination of the lumbar spine showed a ‘destructive lesion of 
the 2nd lumbar interspace with narrowing of the space and sur- 
rounding soft-tissue swelling. Although somewhat unusual at this 
age (65), the appearances suggest a tuberculous spondylitis, 
although other infective processes could cause a similar spondylitis’. 

Mantoux tests, Ist and 2nd strengths, were negative. Several 
repeated modified Coombs tests for brucellosis were positive. A 
repeat X-ray after 3 weeks showed a ‘destructive lesion of the disc 
and adjacent end-plates between L 2 and 3. Appearance is typical 
of a chronic infection’. 

The patient was treated as a case of brucellosis (see last para- 
graph). She responded remarkably well and was ambulant on 
discharge. 

Case 2 


A 49-year-old female from a farm in the Transvaal, was admitted 
to Edenvale Hospital on 30 October 1957 with pyrexia and right 
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upper abdominal pain. The positive findings were: spider naevi on 
the chest. hepatomegaly (3 fingers, tender) and palmar erythema. 

Investigations: Hb. 13 gm., leucocytes 10,000, neutrophils 68 °%, 
sedimentation rate 38 mm., liver-function tests: flocculation 
tests +-+-, bilirubin 1-2 mg., zinc sulphate 18-8, mucoproteins 94 
mg., total serum proteins 7-3 g. (albumin 3-6, globulin 3-7), urine 
normal. Rickettsial and viral agglutination tests were negative and 
the modified Ide test negative. 

The patient did not respond to broad-spectrum antibiotics. At 
this stage, on consideration of her home environment, brucellosis 
was suspected. A modified Coombs test proved positive, as did 
several repeat tests. Again the patient responded well to treatment 
as outlined below. 


DISCUSSION 


Brucellar hepatitis. Affinity of Brucellar organisms for the 
reticulo-endothelial system is well known. According to 
Huddleson* the liver is affected in a large percentage of 
cases. Sometimes a marked enlargement of the liver persists. 
Hepatitis is evidenced by enlargement and tenderness of the 
liver, and by liver-function tests. Cirrhosis of the liver, 
attributed to brucellosis, has been described frequently in the 
German literature.° 


Brucellar spondylitis. Spondylitis is a common com- 
plication, and was first described in 1911.° It affects chiefly 
the lumbar and lumbosacral regions, and is accompanied by 
radiculitis. The pain is most severe, and radiates along the 
affected nerves. At times the patient is unable to move or 
sleep. The pain is gradual or sudden in onset suggesting, in 
the latter case, a disc lesion. It is constant, and is exacerbated 
by coughing or movement. This type is common in regions 
where chronic brucellosis occurs. The X-ray changes most 
often noted include calcification of the vertebral body with 
a zone of sclerosis beginning at the site of the focus with 
proliferation of bone spurs across the interspace. (Fig. 1.) 
In some cases only part of the body is involved; in others, 
the lesion is confined to the disc, with narrowing of the 
intervertebral space. The symptoms produced are often 
diagnosed as sciatic neuritis due to other causes. 


Source of infection. Evans® states that ‘people who have 
no direct contact with farm animals may be exposed to 
infection by consuming dairy products, for infected animals 
yield infected milk. The consumption of raw infected dairy 
products is responsible for most of the cases that occur in 
the general population. Ice-cream, .butter and cheese are 
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Fig. |. X-ray changes in the lumbar vertebrae. 


sources of danger if non-pasteurized milk or cream are used 
in their manufacture. 

Incubation period. This varies from 6 days to 3 months. 

Duration of the disease. This may be a few days or many 
years. 

Clinical criteria. The initial septicaemia is sometimes 
followed by localized pathology in all organs of the body. 
According to the World Health Organization Expert Com- 
mittee report on brucellosis, the two common forms of the 
disease are: 

1. An acute or insidious onset of fever of limited duration 
followed by apparent recovery. 

2. Long-continued disease with periodic exacerbation. 

Diagnosis. Bishop states that in the cases recorded in the 
literature, diagnosis of brucellar vertebral lesions was made 
by the serological and roentgenographic findings, seldom by 
culture. Diagnostic aids are a low white-cell count, elevated 
temperature with a relatively high sedimentation rate, 
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negative tuberculin tests, positive agglutination test and 
roentgenographic evidence as described. 

Treatment. At the moment it appears that treatment 
with cathomycin, or with a combination of the streptomycin 
group with one of the broad-spectrum antibiotics, offers 
the most effective form of treatment.*:7»* The new dis- 
covery of cathomycin is of vital importance in the treatment 
of brucellosis."!» 

Incidence. Chronic brucellosis is probably a common 
condition in South Africa. Zoutendyk® discusses the incidence 
as follows: ‘Brucellosis, especially the chronic form, is not a 
clinical diagnosis; the clinician requires laboratory con- 
firmation. Brucellosis is often considered an uncommon 
condition, especially in children, whereas in fact is is very 
common, being endemic in some parts of South Africa and 
a cause of much chronic ill-health. Wallis,’° in his paper on 
brucellosis in children, has summarized the problem very 
aptly as follows: ‘Brucellosis is a disease of mistakes. If we 
do not think of it, we miss it; or we may think of it and test 
for it, yet find nothing.’ 

The same report, cited by Zoutendyk,® states: ‘A brucellosis 
survey was undertaken by Dr. L. Schrire . . . preliminary 
studies indicate that brucellosis is endemic in parts of the 
North Eastern Transvaal and South West Africa. This 
infection remains a serious cause of chronic ill-health in these 
areas as well as being responsible for sporadic cases in many 
other parts of the country.’ 


SUMMARY 


1. Two cases of brucellosis, one hepatic and the other 
bony, presented at a Johannesburg hospital, within a month. 

2. The incidence of the disease is much greater than is 
generally believed. 

3. Brucellosis should be kept in mind by the clinician in 
cases of backache, spinal and hepatic pathology, and in other 
states of chronic ill-health. 


I should like to thank Dr. G. Lange, chief physician, Edenvale 
Hospital, for encouraging me to publish this article. I am also 
indebted to Dr. A. Zoutendyk, South African Institute for Medical 
Research, Johannesburg, for laboratory investigations. 
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RES een av 


CAPE WESTERN BRANCH, ANNUAL CHURCH SERVICE : TAK WES-KAAPLAND, JAARLIKSE KERKDIENS 


Cape Western Branch, Annual Church Service. The Branch Council 
has recently resolved to support the holding of an annual ‘Medical 
Sunday’, which is to consist of a service which members of the 
profession are asked to attend. The service will be conducted 
at a church selected by the current President. Members are re- 
quested to make a special effort to attend the first of these services, 
which is to be held at the Groote Kerk, Cape Town, on 9 Novem- 
ber 1958 at 10.30 a.m. 


Tak Wes-kaapland, Jaarlikse Kerkdiens, Die Takraad het 
onlangs besluit om jaarliks ’n ,Mediese Sondag’ te hou by wyse 
van ’n kerkdiens wat lede van die professie versoek word om by 
te woon. Hierdie diens sal elke jaar plaasvind in die kerk wat 
deur die dienende President benoerm word. Lede word versoek 
om ‘n spesiale poging te maak om die eerste diens by te woon 
wat in die Groote Kerk, Kaapstad, op 9 November 1958, om 
10.30 vm. gehou sal word. 
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EDITORIAL : VAN DIE REDAKSIE 


RECURRENT ABORTION 


There can be few greater disappointments to a woman than 
that of seeing menstruation regularly recurring when she 
has long been hoping for a pregnancy to end her infertility. 
Again, we have all experienced a pang of sympathy for her 
tears when she miscarries after having been overjoyed at 
the knowledge that she is with child. What can compare 
with the frustration and despair of patient and doctor alike 
when this happens again and again? 

The incidence of abortion in all pregnancies is 18-20°%. 
Of 100 women becoming pregnant, 20 will abort once, 
4 will abort a second time, and | will possibly abort thrice 
in succession, these abortions being from random as well 
as recurrent causes. The chances of a successful pregnancy 
are reasonably high after two consecutive spontaneous 
abortions, but after three the outlook is much worse and 
there is an overwhelming likelihood that a true recurrent 
cause is present. Malpas! put the chances of a subsequent 
pregnancy continuing to term after one abortion at 78°, 
after two 62%, after three only 27°, and after four 6°%. 

What is the nature, then, of the truly recurrent causes? 
Unfortunately, more often than not no cause can be found. 
Deformities, e.g. bicornuate uterus, damage to the internal 
os by previous instrumental delivery or by dilatation and 
curettage or amputation, and displacements such as per- 
sistent retroversion, can be held responsible: but even in the 
presence of these factors pregnancy usually proceeds un- 
eventfully to term. 

Much has been written and much research done regarding 
hormonal influences, placental insufficiency, uterine tone, 
etc. Stilboestrol and progesterone, vitamin E, etc. have 
been used therapeutically in many controlled series with 
varying success. Equally good results have been reported 
with rest and reassurance alone. 

It is now generally accepted that the administration oforal 
progesterone has no value except possibly psychological. 
Injections of the same hormone, held to be more efficacious, 
have to be in large doses. Wilkins ef al.* recently drew 
attention to an alarmingly high incidence of non-adrenal 
female pseudo-hermaphroditism in girl babies born to 
women so treated for habitual abortion. Encouraging 
results, however, have been reported after the implantation 
of progesterone in pellet form (Stallworthy*). One 100 mg. 
pellet implanted early in pregnancy is sufficient to main- 
tain an adequate level of progesterone until the placenta 
has, after the 4th month, taken over production of the 
hormone. The pellet is implanted with the aid of a trocar 
and cannula under a short general anaesthetic, the pro- 


DIE BEHEER VAN 
Dit word taamlik algemeen aanvaar dat daar ‘n groot aantal 


sogenaamde ,idiopatiese’ epileptiese toestande is waarvoor 
geen organiese oorsaak op te spoor is met behulp van die 
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cedure taking a few minutes. When the steroid has been 
administered in this form and dosage, no cases of masculiniza- 
tion of female babies have been reported to date. 

The Smiths’ scheme of therapy with increasing doses of 
stilboestrol* is based on the concept that it stimulates the 
secretion of oestrogen and progesterone by the placenta, 
and many practitioners will recall cases successfully treated 
by this means, beginning with 5 mg. a day and working up 
to 12 mg. by the 36th week. Others have not been able to 
reproduce the same success rate as the Smiths. Perhaps it 
is because the authors of this plan believe so strongly in it 
and impart their confidence in its success to their patients. 
There is no doubt that there is a very strong psychological 
factor involved, particularly when the period of pregnancy 
is approached at which the previous abortion occurred. 

For this reason, one must have some scheme of therapy. 
Neither a progesterone implant nor increasing doses of 
stilboestrol, nor both, have been conclusively proved worth- 
less and, since they have not been shown to have deleterious 
effects, they are suitable to employ and the practitioner 
must show faith in their use. Some doctors give thyroid in 
normal dosage in addition, the rationale being promotion 
of the growth response of the uterus. 

There is a small group of women who abort regularly 
between the 4th and 7th months of pregnancy. Shirodkar® 
believed these abortions to be due to an incompetent 
internal cervical sphincter and devised an operation bearing 
his name whereby this sphincter is purse-strung with fascia 
lata. Of those operated upon, he later delivered a gratifying 
number by Caesarean section at term. Various modifications 
of the Shirodkar operation have now become commonplace, 
and many gynaecologists in South Africa can report success- 
ful cases. The simplest procedure is a purse-string suture of 
braided nylon or similar non-absorbable material, inserted 
to encircle the cervix in the region of the fornices at the 
level of the internal os, taking bites on the way round of the 
vaginal skin and the fibromuscular substance of the cervix. 
This suture is cut when labour commences. Not infrequently 
fibrosis in relation to the suture is now found, paradoxically, 
to make the cervix ‘super-competent’ and Caesarean section 
is then not out of place to ensure safe delivery of the precious 
baby. 

. Malpas, P. (1938): J. Obstet. Gynaec. Brit. Emp., 45, 932 


1 
2. Wilkins, L., Jones, H. W. Jr., Holman, G. H. and Stempfel, R. S. Jr. (1958) 
J. Clin. Endocr., 18, 559. 


3. Stallworthy, J. A. (1955): British Obstetric and Gynaecological Practice, 
Ist ed., p. 353. London: Heinemann. 
4. Smith, O. W. (1948): Amer. J. Obstet. Gynec., 56, 821 
5. Shirodkar, V. N. (1953): J. Obstet. Gynaec., Ludhiana, 3, 287 
STUIPTREKKINGS 


metodes van ondersoek wat vandag tot ons beskikking is 
nie. Dit is ook ’n kliniese feit dat ’n groot aantal van hierdie 
epileptiese toestande onder redelike goeie beheer gehou 
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kan word deur die gebruik van geskikte middels wat die 
neiging tot stuiptrekkings onderdruk. As gevolg van hierdie 
toestand van sake is die ontdekking van enige nuwe middel 
wat stuiptrekkings beheer of beéindig altyd van groot be- 
lang vir almal wat belangstel in die behandeling van die 
epileptiese pasiént. 

Die ou bekende staatmaker-middels by die simptomatiese 
behandeling van epilepsie bly nog maar een of ander vorm 
van barbituur-preparaat en hidantoine (vir die grand mal 
aanval) en die dione groep van middels (vir die petit mal 
aanval). Spielman en sy kollegas het egter in 1948 aangetcon 
dat sommige asetielurea-verbindings ook ’n goeie anti- 
stuiptrekkende uitwerking het, en prof. Frommel' van 
Genévé het in 1953 op grond van uitgebreide ondersoeke 
met proefdiere hierdie bevindinge bevestig. En nou het 
Sharpe et al.* in Engeland ’n interessante kliniese ondersoek 
onderneem om die uitwerking van fenieletielasetielurea te 
toets. 

Op grond van die werk wat reeds ten opsigte van hierdie 
middel gedoen is, is dit nie net bekend dat fenieletielasetiel- 
urea ’n goeie anti-struiptrekkende uitwerking het nie, maar 
ook dat hierdie uitwerking beduidend verhoog word as dié 
middel saam met ander bekende anti-stuiptrekkende middels 
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gebruik word. Die middel wat deur Sharpe en sy mede- 
werkers ondersoek is, is in Engeland bekend as ,trinuride’ 
en dit bestaan uit die volgende kombinasie van middels: 
Fenieletielasetielurea 0-20 g., difenielhidantoine 0-04 g,, 
fenobarbitone 0-015 g., mengmiddel 0-4 g. Die doel van 
die ondersoekers was om uit te vind of hierdie middel wel 
*n goeie anti-stuiptrekkende uitwerking het, of dit onge- 
wenste newe-uitwerkings het en of dit maklik en sonder 
ongerief deur die epileptiese pasiént gebruik kan word. 
Die bevindinge van Sharpe en sy medewerkers is be- 
moedigend. Hulle het hulle toetse uitgevoer met epileptiese 
pasiénte wat reeds die bestaande ander middels ontvang het. 
Die pasiénte is geleidelik oorgeplaas op behandeling met 
dié nuwe middel ,trinuride’. Die enigste bykomstige faktor 
was dus fenieletielasetielurea wat in die middel vervat is. 
Die finale gevolgtrekking van die ondersoekers is dat 
,trinuride’ ’n samestelling is wat besondere anti-stuiptrek- 
kende kwaliteite het as dit gebruik word by die behandeling 
van grand mal epilepsie. Hulle voel dat verdere kliniese 
ondersoeke sterk aangemoedig behoort te word. 


1. Frommel, E. et a/. (1953): Arch. Int. Pharmacodym., 92, 368. 
2. Sharpe, D. S. et al. (1958): J. Ment. Sci., 104,834. 


THE NAUDE APPEAL FUND 


The attention of readers is called to the letter from the Hon. 
Secretary of the Transkei Branch of our Association appeal- 
ing for donations to make up the fund launched to recoup 
Dr. W. J. Naudé for some of the loss he sustained in the 
case of Naudé versus Whittle. 

Dr. Naudé instituted proceedings in the Supreme Court 
at Grahamstown in respect of defamatory statements about 
himself made at an annual meeting of the Zwartberg Farmers’ 
Association. The Court found that the statement was 
defamatory, highly misleading and altogether untrue, but 
Dr. Naudé lost the case on a question of law, the Court 
ruling that the occasion was privileged. Nothing daunted, 
Dr. Naudé took the case to appeal, and the Appeal Court 
reversed the judgment, found in favour of Dr. Naudé, and 
awarded him £800 with costs. 


If the original judgment had stood, medical practitioners, 
as we Stated on a former occasion, would have found ‘that 
the circumstances under which defamatory statements 
might be made against them with impunity were much 
wider in scope than they had hitherto supposed’. From 
this and every point of view Dr. Naudé in fighting this 
case single-handed was fighting the battle of the whole 
profession. 

Notwithstanding an effort already made by the Transkei 
Branch of the Association Dr. Naudé is still over £500 out 
of pocket, and it is hoped for the honour of the profession 
that a generous response will be made from all parts of 
South Africa to the appeal which the Transkei Branch has 
now made. 


CHOLEDOCHOPATHY* 
E. ALAN Price, M.B., B.CH. (RAND), D.M.R.D., R.C.P. AND S. (ENG.), X-ray Department, Johannesburg General Hospital 


A new epoch in the diagnosis of biliary disease has recently 
begun with the introduction of biligrafin. It is therefore right 
that we should pause for a moment and review the present 
status of X-ray diagnosis of the biliary tract. This paper 
deals mainly with the intravenous method of the examination 
of the bile-ducts. Suggestions are made for the revision of 
old concepts and for a new approach to the radiological 
pathology of bile-duct disorders. 

This analysis is based on 187 consecutive cases which 
were sent to us for investigation of the biliary tract by the 
intravenous route. Table I shows the type of cases we examined 
and the reasons for employing the intravenous method in 
these cases. Most patients were first investigated by the 


* A paper presented at the South African Medical Congress, 
Durban, September 1957. 


TABLE I. ANALYSIS OF THE TYPE OF CASES WHICH WERE 
SUBMITTED FOR EXAMINATION 


Type of No. of 
Examination Reason for Examination Cases 
( 1. Non-visualization on oral 
tography ‘ 
Intravenous 2. Sensitivity to iodine . va - 2 
Cholecyst- 3. Severe emesis 2 
cholangio- 4. Cholelithiasis demonstrated orally 
graphy but ducts not visualized .. ; 16 
(1.V.C.C.) 5. Jaundice 
6. Internal biliary fistula. 7 
125 
1. Choledochopathy .. ..  .. 
graphy 
(LV.C.) 187 
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oral method and the normals were eliminated. Exami- 
nations of 125 cases were performed on non-cholecystecto- 


mized patients, while 62 of the patients had undergone 
cholecystectomy. 


RADIOLOGICAL PATHOLOGY 


The term ‘post-cholecystectomy syndrome’ is a loose term 
which does not signify a pathological entity but is nevertheless 
freely used by all and sundry. The cause of symptoms in 
a cholecystectomized patient may be entirely unrelated 
to the biliary tract, e.g. hiatus hernia, diverticulitis, duodenal 
ulcer Or pancreatitis, or the symptoms may be of psychoso- 
matic origin. They may, however, be due to pathology of 
the bile-ducts. When, therefore, the cholecystectomized 
patient presents himself with symptoms either similar to 
those he had before the operation, or simply referable to 
the upper abdomen, one wishes to exclude the presence of 
disease of the bile-ducts. Having excluded it, one can then 
follow other lines of investigation. In other words, it is 
not an ill-defined entity called ‘post-cholecystectomy syn- 
drome’ that one wishes to exclude, but a specific entity, 
namely disease of the bile-ducts. It would seem to me there- 
fore that the term choledochopathy is far more explicit 
than ‘post-cholecystectomy syndrome’, a term which I 
feel should be completely discarded. 


Choledochopathy may have been present before 
cholecystectomy or may develop in the post-cholecystectomy 
patient de novo. With this in mind I shall analyse our cases 
according to the following classification. 


Choledochopathy 
1. Congenital abnormalities 
2. Injuries to ducts 
(a) Biliary fistula 
(i) External biliary fistula 
(ii) Internal biliary fistula 
(b) Stricture 
. Adhesions 
. Cholangitis 
. Choledocholithiasis 
. Choledochectasis 
(a) Obstructive choledochectasis 
(i) Complete 
(ii) Incomplete 
(iii) Intermittent 
(b) Non-obstructive choledochectasis 
7. Stricture of sphincter 
8. Cystic-duct stump 
Biliary dyskinesia 
1 


. Diverticula and cysts 


1 
11. Neoplasm. 


Congenital Abnormalities of Ducts 

Formerly the congenital anomalies of the bile ducts could 
rarely if ever be demonstrated pre-operatively. Now, 
however, this can be done, and the radiologist is urged to 
be on the look-out for an abnormal ‘accessory duct’ draining 
directly into the cystic duct or an abnormal origin of the 
cystic duct. Such information given to the surgeon in advance 
may prevent injuries to the ducts which are often followed 
by tragedies. Fig. 1 is a diagramatic illustration of different 
variants of accessory ducts according to Osler and Dow.® 
Fig. 2 shows a case which has two accessory ducts draining 
into the cystic duct, and the cystic duct entering the common 
bile-duct on the left and low down. Note the radiolucent 
shadows at the fundus simulating stones. - This film was 
taken 45 minutes after the injection of biligrafin. Fig. 3 
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Fig. 1. 
accessory ducts according to Osler and Dow. 


Diagrammatic illustration of different variants of 


is a film of the same patient 2 hours after the injection of 
biligrafin, and shows the disappearance of the negative 
shadows, proving that they were merely due to stratification 
and not to stones. 

Injuries to Ducts 


Injuries to ducts may be seen to give rise to external 
biliary fistula, stricture and jaundice. Bile may escape around 
the T-tube and reach the surface or may form a lake around 
the bile-duct, and even a cyst in the liver. The cut in the 
duct may later close, giving rise to a stricture and obstructive 
jaundice. Fig. 4 is a sinogram showing the outline of a 
cyst in the liver, which drains into the right main hepatic 
duct and shows the presence of a stone in the common bile- 
duct. A large cyst and a complete cyst wall containing 
bile-stained fluid was found in the liver at operation and the 
stone in the bile-duct was removed. 

In our 5 cases of external biliary fistula, the bile-ducts 
could not be demonstrated by the intravenous route. 

Internal Biliary Fistula may be spontaneous as a result 
of rupture of the gall-bladder into another hollow viscus, 
or the result of a planned surgical procedure. We find 
that intravenous cholangiography more often than not 
fails to opacify the ducts or gall-bladder in these patients. 
In 2 out of 7 cases the intravenous method outlined the 
bile-ducts, but not the gall-bladder. Although intravenous 
cholecystography is seldom of assistance in these cases, 
air can be demonstrated in the biliary system in most cases 
of internal biliary fistula. The presence of air in the bile-ducts 
indicates in most cases that a complete obstruction is not 
present. 

Adhesions Around the Bile- Ducts 


Radiological appearances suggestive of adhesions of the 
bile-ducts were observed in 10 cases. Of these, 5 went to 
surgery and the pre-operative radiological diagnosis was 
confirmed. Fig. 5 demonstrates adhesions producing an 
hour-glass deformity with dilatation of the duct proximally, 
probably caused by intermittent obstruction. Fig. 15 also 
shows angulation of the common bile-duct due to adhesions, 
with proximal dilatation of the common hepatic duct. The 
following radiological features are suggestive of adhesions: 

1. An irregular course of the duct with single or multiple 
angulations. 

2. Dilatation of the duct proximal to the adhesions, 
while distally the calibre is normal. 

3. Constriction of the lumen, concentric or eccentric, 
usually found proximal to the kink. It is probably caused 

(Continued on page 1084) 
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Fig. 2. Film taken 45 minutes after the injection of biligrafin, 
and showing two accessory ducts; the cystic duct is entering 
the common bile-duct along its left border. Note the radio- 
lucent shadows at the fundus, simulating stones. 

Fig. 3. Same case as Fig. 2. Film taken 2 hours after the in- 
jection of biligrafin, demonstrating the disappearance of the 
negative shadows which were due to stratification. Note the 
retrograde filling of the duodenal cap with contrast material 
(arrowed). 

Fig. 4. Urografin introduced through an external biliary fistula 
leading into a cystic cavity in the liver, and draining into the 
right hepa atic duct, which was cut at operation. A radiolucent 
ay is present in the common bile-duct. 

Fig. 5. Adhesions producing an hour-glass constriction. Note 
the dilatation of the duct proximally. 

Fig. 6. Film taken 45 minutes after injection of biligrafin in a 
non-cholecystectomized patient, showing two radiolucent 
stones in the left hepatic duct (arrowed) and the characteristic 
‘wooden club’ sign. 

Fig. 7. 120 minutes after the injection of biligrafin, showing 


4 radiolucent faceted stones in the common bile-duct. Note 


the ‘wooden club’ appearance. 

Fig. 8. Film taken 1 hour after the injection of biligrafin in a 
cholecystectomized patient, showing hydro-hepatosis and an 
abrupt arrest of the common hepatic duct. A large stone was 
removed from the common hepatic duct at operation. Note 


also the renal calculus (arrowed). 
Fig. 9. Same case as Fig. 10. Post-operative cholangiogram 
showing marked hydro-hepatosis and choledochectasis. 

Fig. 10. Tomograph showing moderate dilatation of the ducts 
with a large stone at its terminal portion (arrowed). 

Fig. 12. Cholelithiasis with dilated ducts filled with numerous 
small radiolucent gall-stones. 

Fig. 13. A cystic-duct remnant in an asymptomatic patient, 
showing normal appearances. Note the resemblance of the 
stump to a leaf bud. 

Fig. 14. A cystic-duct remnant in an asymptomatic patient, 
showing the spiral-shaped tip, which is probably an anatomical 
variant. 

Fig. 15. A cystic-duct remnant containing 4 small stones 
(arrowed). Note acute angulation of the common bile-duct 
due to adhesions, with dilatation of the common hepatic duct 
proximally. 

Fig. 16. Dilated bile-ducts and a dilated cystic-duct remnant 
in an asymptomatic patient. 

Fig. 17. Grossly dilated bile-ducts in a jaundiced, cholecystec- 
tomized patient. Note contrast medium in duodenum. No 
stone is evident radiologically. Comparison with an intra- 
venous cholangiogram made 2 months earlier showed an 
increase of the duct calibre by 3 mm., suggestive of obstruction. 
At operation a large stone was removed from the terminal 
end of the common bile-duct. 
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by the pressure of fibrous bands and gives rise to the hour- 
glass constriction and dilatation of the duct above it. 

4. Stasis of contrast medium in the portion of the duct 
proximal to the adhesions while the distal end empties 
readily. An erect film as an additional view may be useful. 

One or more of these appearances may be found in the 
same case. 

One feels that adhesions do not necessarily cause symptoms. 
The present series however, would suggest that when dilatation 
of the duct above adhesions is present, particularly if there 
is also a narrowing of the lumen, and stasis, then inter- 
mittent incomplete biliary obstruction is probably present 
and is responsible for the symptoms. The case is analogous 
to the intermittent obstruction produced by an aberrant 
renal artery. 

Choledocholithiasis 

The high incidence of choledocholithiasis in cases of 
cholelithiasis has been fully appreciated only during the 
last few decades. Baker and Koutsky' report that, out of 
489 of their patients subjected to cholecystectomy, 199 
(40:7°,) had their bile-ducts explored and, of these, 107 
(22°,) had stones removed from the biliary passages. Best” 
found stones in the ducts to be present in 17 of 100 con- 
secutive cases of cholecystectomy. He stated that, in | of 
every 4 cases of gall-stones in the gall-bladder, stones will 
be found in the common duct. The majority of these stones, 
he stated, come from the gall-bladder. Some may from de 
novo in the ducts; another very definite cause of recurrence of 
intra-duct stones is the presence of stones in the intra-hepatic 
ducts which later descend into the extra-hepatic ducts. 

Intravenous cholangiography often demonstrates stones, 
both in the intra-hepatic and extra-hepatic radicles. In the 
majority of cases intra-duct stones are radiolucent. Fig. 6 
demonstrates stones in the left hepatic duct with local dilata- 
tion of the duct. This dilatation around stones resembles 
a ‘wooden club’, and is probably due to inflammatory changes 
and stretching of the walls of the duct around the stones. 
Fig. 7 shows the same appearances at the lower end of the 
common bile-duct. 

According to Norman,°* intra-hepatic stones co-exist in 
about 8°, of all cases of gall-stones. It is therefore important 
to have some pre-operative knowledge of the presence of 
such stones so that the operation will not be terminated 
before they are found. Fig. 8 shows hydrohepatosis 
demonstrated by the intravenous route and caused by an 
obstruction of the common hepatic duct. This patient 
had intermittent mild jaundice and despite his jaundice 
the ducts were opacified. At operation a large stone 1-5» | 
inch was removed. Fig. 9 shows the post-operative cholangio- 
gram in the same patient as in Fig. 8. Fig. 10 is a tomogram 
of an intravenous choledochogram with a radiolucent shadow 
at the lower end of the common bile-duct. This patient was 
explored on 3 previous occasions and the stone was not found 
despite the fact that the post-operative cholangiograms 
demonstrated it. 

Many of our cases convinced us that radiological findings 
are in some instances far superior to surgical exploration 
and probing. It is possible that an impacted stone when 
present for some time may form a pocket similar to a 
diverticulum and be missed on direct probing. The frequency 
with which stones may be missed if only palpation is relied 
upon is only toe well known. Fig. 13 is a drawing showing 
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Fig. 11. Diagrammatic illustration of the manner in which a 
gall-stone might evade detection by direct probing and 
removal with forceps when lodged in an outpouching (repro- 
duced from Hughs and Kernutt*). (1) Common bile duct. 
(2) Stone in outpouching of duct. (3) Pancreatic duct. 
(4) Forceps in duct. (5) Duodenal wall. (6) Duodenal papilla. 


how easily stones lying in a pocket of the common bile-duct 
may be missed by palpation or exploration. 

The radiological signs suggestive of choledocholithiasis 
are as follows: 


1. Negative shadows or filling defects (Figs. 6, 7, 10 and 12). 

2. The ‘wooden club’ sign (Figs. 6 and 7), which is formed by the 
widening of the duct at the point where the stone is lodged. 

3. Another sign which we have found on occasions and refer to 
as the ‘crescent sign’ is caused by the stone incompletely 
obstructing the duct and producing a shadow resembling a quarter 
moon. 


The Cystic-duci Stump 

Although this was a well-known entity before the advent of 
intravenous cholangiography, it is only recently that we 
started to observe its frequency, investigate its radiological 
appearances, and understand its clinical significance. We 
found a cystic-duct remnant in 29°, of our cases. The 
presence of a cystic-duct remnant therefore would appear 
to be not uncommon. The normal calibre of the cystic-duct 
remnant is considered to be between 4 and 5 mm., and the 


length of the stump varied from 5 to 25 mm. The shape of 


the terminal end of the asymptomatic cystic-duct remnant 
resembles a ‘leaf bud’ (Fig. 13). Fig. 14 shows the spiral or 
beaded appearance at the tip of the stump, which is probably 
due either to Heister’s valves or to anatomical variation in 
the shape of the cystic duct. It is not considered pathological. 

Mere dilatation of the stump does not mean that it Is 
responsible for symptoms. Dilatation of the stump may 
occur when the rest of the extra-hepatic ducts are dilated. 
Of our 18 cases with a cystic-duct remnant only 3 were 
considered pathological and proved to be responsible for 
symptoms (17°,). 

We have come across two main pathological states of the 
cystic duct stump, viz. (1) stone in the stump (Fig. 15) and 
(2) pouch formation due to inflammatory changes. 

The incidence of cystic-duct stumps which were proved 
surgically or strongly suspected clinically to be responsible 
for symptoms was 17°%. We are inclined to the view that 
the presence of a cystic-duct remnant with smooth termination 
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resembling a leaf bud, whether dilated or not is probably 
not responsible for symptoms. An out-pouching at the 
terminal end resembling the shape of a ‘torch bulb’ is 
considered actively pathological. One must not, however, 
mistake retrograde filling of the duodenal bulb or pyloric 
antrum with opaque medium for an out-pouching of the 
cystic-duct remnant. 

Choledochectasis 

The average width of the normal common hepatic duct 
is 8 mm. while that of the common bile-duct is usually 5 
mm. As it is difficult to be certain where the common hepatic 
duct ends and the common bile-duct begins, the diameter 
which we measure and use as a criterion for ectasia is the 
maximal diameter of the extra-hepatic bile-ducts. We also 
measure the diameter of the terminal portion of the common 
bile-duct, which is an indication of the presence of normal 
tapering of the duct. The latter is often lost in obstructive 
states of the duct. 

We recognize 3 degrees of dilatation. Minimal ectasia 
10-11 mm., moderate ectasia 12-14 mm., and 15 mm. or 
over, which we call gross dilatation. 

Physiological Choledochectasis. Work by recent workers 
such as Samuel’, Don and Campbell* and others would 
seem to throw considerable doubt upon the conception 
that physiological choledochectasis occurs. In our series 
of 62 cholecystectomized patients, 19 (27-4°.) had extra- 
hepatic ducts of normal widths. It would seem to us that 
in man physiological dilatation, if ever present, is not a 
constant feature. One tends to the view that choledochectasis 
is in most cases the result of past or present disease rather 
than a physiological compensatory process. 

The experience recently accumulated all over the world by 
the use of the intravenous method has brought to the fore- 
front an entity which is little understood. I am referring to 
the problem of the dilated extra-hepatic ducts. This is a 
cause of much anxiety to the radiologist and surgeon. The 
questions which require answers are: (1) Is choledochectasis 
always actively pathological? (2) What are its various 
aetiological factors? (3) What is the correct method of 
handling such cases? Earlier a classification for this condition 
was suggested viz. obstructive and non-obstructive choledoch- 
ectasis. Fhe obstructive group is further subdivided into 
complete, incomplete and intermittent types. The aetiological 
factors associated with the obstructive type may be 
choledocholithiasis, stricture of the sphincter, adhesions 
chronic pancreatitis, carcinoma of the ampulla of Vater, 
carcinoma of the head of the pancreas, or cyst of the pancreas. 
Stricture of Sphincter 

This probably originates in the passage of a stone through 
the sphincter. Such a passage may result in traumatic 
ulceration and infection and be followed by fibrous stricture 
of the sphincter. Proximal dilatation of the ducts may follow, 
not always accompanied by symptoms. When present, 
the symptoms are probably due to a severe degree of ob- 
struction leading to siasis and infection. Complete or inter- 
mittent jaundice may follow, and stones may form as the 
result of stasis. 

A radiological feature sometimes found in cases of complete 
or almost complete stricture of the sphincter is poor density 
of the shadow of dilated ducts, in the presence of normal 
liver function and normal serum bilirubin. 

Wise et al.* observed that a film taken 60 minutes after 
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the injection of biligrafin will show a ‘fall off’ in the density 
or in retention of the contrast medium in patients with an 
unobstructed bile-duct. In the partially obstructed ducts, 
however, the density of the opacified ducts is maintained 
even in the 2-hours film, or possibly even increased. On 
this basis these authors claimed to have predicted partial 
obstruction of the common bile-duct with a high degree 
of accuracy. This concept of a time and density-retention 
relationship over a 2-hour period is only valid in the 
cholecystectomized patient and depends on a normal clearance 
time of biligrafin by the liver. 

Non-Obstructive Choledochectasis. \n the last few years 
it has become apparent that many cases showing dilated 
ducts are asymptomatic, and that the mere presence of dilated 
ducts, although abnormal, is not actively pathological. 
In order to investigate what happens to the ducts of chole- 
cystectomized patients, we have written to a number of 
patients who were operated on at our hospital some years 
earlier and asked them to submit to an intravenous cholangio- 
graphic examination. Fig. 16 demonstrates a cholangiogram 
of such a patient, who was operated on 4 years earlier for 
cholelithiasis with jaundice. At the original operation a 
dilated common bile-duct was explored and 18 stones 
removed. The patient made an uneventful recovery and 
at present is free of symptoms. The film demonstrates 
dilatation of the extra-hepatic ducts to 16 mm. and a tapering 
of the duct to 7 mm. There is a cystic-duct remnant 10 
mm. in calibre. No stones, stricture or obstruction at the 
sphincter can be seen, and the contrast medium is seen to 
enter the duodenum in the 40-minute film. Here then is a 
patient with a non-obstructive choledochectasis who requires 
no treatment, and the danger is that the clinician or 
radiologist may diagnose an active abnormality where none 
exists. The following criteria help to differentiate the ob- 
structive from the non-obstructive choledochectasis. 


(A) Obstructive Choledochectasis 


1. The presence of clinical signs and symptoms suggestive of 
biliary obstruction, e.g. jaundice, biliary colic, raised serum 
bilirubin, raised alkaline phosphatase. 

2. The presence of radiological evidence of conditions often 
associated with obstruction, e.g. choledocholithiasis, stricture, 
pancreatic calculi, adhesions. 

3. A delay in the appearance of contrast medium in the 
duodenum as shown by the 2-hour film. However, it is often difficult 
to be sure if some contrast medium entered the duodenum or not. 
Gas and faeces in the hepatic flexure often simulate shadows 
produced by contrast medium in the bowel. 

4. Obstruction is often associated with faint density of the dye- 
filled duct. 

5. Loss of the normal tapering of the distal portion of the 
common bile-duct. 

6. The presence of the time and density-retention relationship 
in the 2-hour film. 


(B) Non-obstructive Choledochectasis 


Here we have dilatation of the common hepatic and common 
bile-ducts without the clinical or radiological findings described 
above. Contrast medium is clearly seen to enter freely into the 
duodenum approximately 45 minutes after the injection of bili- 
grafin. In our series we came across 29 cases of non-obstructive 
choledochectasis. 


Management of Non-obstructive Choledochectasis. Our 
advice depends on whether the patient has an intact gall- 
bladder or not. In the non-cholecystectomized patient 
with radiologically non-obstructive choledochectasis, one 
usually finds that gall-bladder disease is also present. In 
such cases an intravenous cholangiogram directs the surgeon’s 
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attention to the necessity for exploration of the ducts at 
the time of the cholecystectomy. If this is omitted a stricture 
or stone may be overlooked. In the post-cholecystectomized 
patient with non-obstructive dilated ducts the patient should 
be treated conservatively in the first instance. Correlation 
of clinical and laboratory findings with a repeat intravenous 
cholangiogram following treatment would help to determine 
whether operation is necessary. During this period an attempt 
should be made to exclude other possible causes for the 
patient’s symptoms, e.g. duodenal ulcer, hiatus hernia, 
diverticulitis, pancreatitis and cardiac or renal disease. A 
second cholangiogram may show an increase in the calibre 
of the ducts or may reveal stones which were invisible pre- 
viously. The severity and duration of the symptoms and the 
absence of any satisfactory cause for them is a final deciding 
factor for exploration. Fig. 17 shows a grossly dilated 
common bile duct with a maximum calibre of 17 mm. This 
patient underwent cholecystectomy I1 years ago. On a 
recurrence of symptoms, with jaundice, in 1950 the ducts 
were explored and stones removed. Now, 5 years later, 
she complained of pains in the right hypochondrium. The 
first intravenous cholangiogram, 2 months before this film 
was taken, showed a moderately dilated common bile-duct 
with a maximum calibre of 14 mm. There was no evidence 
of any other pathological condition, e.g. stones or strictures. 
The contrast medium entered the duodenum 45 minutes 
after the injection. The physicians’ decision was to treat 
the case conservatively. Two months later she returned for 
another intravenous cholangiogram. She was now jaundiced 
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and the symptoms persisted. The second examination 
(Fig. 17) showed an increase in the calibre of the ducts 
(maximum diameter 17 mm.). We were then able to compare 
the films and conclude that the process was progressing both 
clinically and radiologically and was therefore obstructive 
in nature. At operation a large stone was found in the lower 
end of the common duct. 


It is hoped that in the coming years the value of pre- and 
post-operative intravenous cholangiography will be fully 
appreciated. A pre-operative cholangiogram if performed 
in all cases will make it considerably easier to determine 
whether choledochectasis discovered at any future time 
requires active surgical interference or is better left alone. A 
pre-operative record of the state of the patient’s ducts would 
remain for future reference and comparison. 


It is a pleasure to record my gratitude to Dr. Josse Kaye, Chief 
Radiologist, Johannesburg General Hospital, for his encourage- 
ment, interest and guidance in preparing this paper, and to 
Dr. Kenneth F. Mills, Superintendent, Johannesburg General 
Hospital, for permission to use the hospital records and publish 
the case reports. To Miss M. Tompkins and Mrs. Stopforth I am 
very much indebted for their reproductions. 
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EXPERIMENTAL BILHARZIASIS IN ANIMALS 
VIl.* EFFECT OF A LOW-PROTEIN DIET ON BILHARZIASIS IN WHITE MICE 


BOTHA DE MEILLON and SHIRLEY PATERSON 
Bilharzia Natural History Unit, South African Council for Scientific and Industrial Research and South African Institute 
for Medical Research, Johannesburg 


For some time we have been interested in the possibility 
that a severer type of pathology can be induced by repeated 
reinfection or low protein intake. If this were so it would 
be of some importance to the Union because with the recent 
expansion and intensification of irrigation works in S. 
mansoni areas repeated reinfection in labourers would have 
to be reckoned with. Secondly, it is generally accepted that 
the diet of a proportion of the Bantu is low in protein. The 
effects of repeated reinfection have already been dealt with? 
and it was shown that in mice, at least, repeated reinfection 
does not produce a graver pathology but quite the reverse, 
namely a certain degree of immunity. 

The studies on the effect of low protein intake reported 
here were completed some time ago but we did not recognize 
their significance at first as we were led to believe that the 
low percentage of egg passers in our experimental mice was 
due to poor infecting material. It was only after learning 
of unpublished work in America that the true significance 
of our results became evident. The American workers con- 
cluded that the diets of their experimental hosts had actually 


* Articles I-VI in this series appeared in the South African 
Medical Journal, 1952, 26, 1005; 1953, 27, 950; 1956, 30, 79 
1956, 30, 611; and 1957, 31, 68 and 281. 


interfered with the reproductive development of the worms, 
an effect which we never suspected because we were looking 
for graver pathology and not for crippled schistosomes! In 
view of this unpublished information we re-examined our 
material and found that our mice on a low protein diet were 
not passing many ova because these were being held up in 
the tissues in the gut wall by a granulomatous reaction and 
hence were not appearing in the faeces. Further, the male 
worms at least, were not normal. In other words, our results 
confirmed the finding that host diet may have a rather drastic 
effect on the worms. In view of this we have withheld 
publication until after the appearance of the American work.* 

The discovery that host diet has an influence on 
schistosomes is of more than passing interest. It means that 
a new technique for the study of the requirements of these 
worms is now available. This, plus promising in vitro studies,* 
might, amongst other things, eventually lead to a more 
rational approach to the synthesis of effective therapeutic 
substances. 


TECHNIQUE 
100 pairs of white mice, at the age of approximately 4 weeks. 


of a standard strain from the South African Institute for 
Medical Research were mated, 50 pairs receiving intraperi- 
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TABLE I. COMPOSITION OF NORMAL AND LOW-PROTEIN BISCUITS 
GIVEN TO THE EXPERIMENTAL MICE 
Percentage Parts per 1,000 by weight 
Protein 
in each Normal mouse Low-protein 
constituent biscuits mouse 
biscuits 
Fish meal i 63 74:7 37-0 
Monkey-nut meal a 43 91-3 45-2 
Carcase meal .. 40 93-0 
Lucerne meal .. 17 10-0 4:9 
Wheaten bran .. aid 14 66-4 32-9 
Sussex ground oats... 12 132-9 65:7 
Mealie meal 10 446-9 221-2 
Husk meal 4 493-2 
Molasses. . 3 32-1 
Fermavite 12 10-0 9-9 
Di-calcium phosphate .. 2:5 
Vitamin A (30,000 I.U. 
per g.). 0-08 0-09 
Limestone 5-0 4-9 
Percentage protein in whole .. i 20-2 12-8 


toneally 50 cercariae per mouse of an Egyptian strain of 
Schistosoma mansoni. On the same day these mice and 50 
uninfected pairs were placed on a diet low in protein. The 
compositions of this diet and the normal comproid biscuits 
are given in Table I. 

The mouse boxes, each containing a pair of mice, were 
examined daily, except on Sundays, for deaths. When the 
mice died, the gut wall was examined for ova and the adult 
worms were removed from the blood vessels of the liver and 
mesentery and preserved for comparison with worms from 
mice fed on a normal diet. The young born to each pair 
were noted and the size and weights of each litter were 
recorded. 

The mice were weighed at mating and at weekly intervals 
therafter. The weight increase of the males was calculated at 
9 and at 17 weeks after mating and compared. 

The performance of mice uninfected, and infected with 
cercariae, on normal diet is taken from de Meillon and 
Paterson.‘ 

Where results were analysed statistically, two populations 
were taken to be significantly different for a factor if the 
difference between the means was greater than 3 times the 
sum of the standard errors of the mean, except for assessment 
of the death rate where the X® test was used. 


RESULTS 


It was found that the low-protein diet, except in very few 
cases, caused sterility in mice whether infected with bilharzia 
or not (Table II). 

TABLE Il. REPRODUCTION OF INFECTED AND UNINFECTED MICE ON 
NORMAL AND LOW-PROTEIN DIETS UP TO 9 WEEKS AFTER MATING 


Normal diet Lo weprotein diet 


Unin- SO cer-  Unin- 50 cer- 

fected cariae fected cariae 
Number of litters .. ig? 49 3 
Number of young born .. 425 378 12 3 
Average weight at birth 1-4g. 1-3g. 10g. 0-7g. 


Number of young weaned 
(21 days) .. 403 298 9 3 
Average weight at weaning . 10-5 


The mean weight increase in the protein-deficient mice 
was extremely low and very significantly different from 
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infected and uninfected mice fed ci a normal diet. The 
difference in mean weight increase between the infected and 
uninfected mice on the deficient diet was not significant 
(Table III). 


TABLE III. MEAN WEIGHT INCREASES IN GRAMMES, OF FOUR GROUPS 
OF MICE, AND DIFFERENCES IN WEIGHT INCREASES BETWEEN GROUPS 


Mean weight increase 


From infection to From infection to 
9 weeks later 17 weeks later 


Group of mice, and groups 
compared 

Normal diet 

Uninfected (a) .. 1 

50 cercariae (b) .. 1 
Low-protein diet 

Uninfected (c) 

50 cercariae (d) 


N= 
an 


Differences in mean weight increase 


Differential treatment between groups 


9 weeks later 17 weeks later 


(a)-(b) infection 2-9 2:3 
(a)-(c) diet 13-9* 15-5* 
(a)-(d) infection+diet 12-9* 16-9* 
(b)-(c) diet—infection 11-0* 13-2* 
(b)-(d) diet 10-0* 14-6* 
(c)- (d) infection —1-0 1-4 


= Significant differences. 


Mortality amongst the protein-deficient mice was found to 
be much higher in the infected mice, the differences being 
significant after 9 weeks and increasingly more so after 17 
weeks and 7 months. In uninfected mice protein deficiency 
resulted in significantly higher mortality than in mice on a 
normal diet from 9 weeks onwards. For infected mice protein 
deficiency increases the mortality rate significantly after 9 
and 17 weeks (table IV). 


TABLE IV. MORTALITY: NUMBERS OF MICE DEAD WITHIN GIVEN 
PERIODS AFTER MATING, AND SIGNIFICANCE OF DIFFERENCES BETWEEN 
GROUPS 

Percentage dead after: 


Groups of mice, and groups 


compared 9 weeks 17 weeks 30 weeks 
Normal diet, 
uninfected (a) 0 1 
50 cercariae (b) 23 
Low protein diet, 
uninfected (c) Sa 11 25 48 
50 cercariae (d) 22 46 89 
For distr ibution manbers dead 
and alive in 22 tables 
Differential treatment — 
9 weeks 7 wi woke 7 months 
(a)-(5) infection (a) 20: 881+ 
(a)-(c) diet an 9-620+ 23-386t 
(a)-(d) infection +diet . . 22-523+  53-845+ ~ 
(b)-(c) diet—infection. . 7-181+ 0-027 
(b)-(d) diet 19-6517 10- 709+ 


3-629*(b) 8735+ 


(c)-(d) infection 12-222t 
* significant at 5°% level. 
+ significant at 1°, level and beyond. 
(a) cannot be applied here, but the difference is obviously insigni- 
ficant. 
(6) one-tailed only. 
Yates’ correction for continuity was applied throughout. 


From the measurements of the adult worms it was found 
that the differences in length between the worms from the 
mice on the low-protein diet and those from mice on a normal 
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diet were significant in the males but not in the females 
(Table V). Adult worms from the protein-deficient mice were 


TABLE V. LENGTH OF ADULT WORMS RECOVERED FROM MICE ON 
NORMAL AND LOW-PROTEIN DIETS 


Worms from mice on low-protein Vales Females 
diet .. 3-0 mm. (71)* 4-9 mm. (25) 
Worms from mice on normal diet 5-0 mm. (50)* 6-7 mm. (48) 


In brackets number of worms measured. *-- Significantly different. 


sent to Dr. GOnnert of Farbenfabriken, Bayer, Germany, 
for examination. His impression was that the worms were 
comparatively small and in many cases the reproductive 
organs were smaller or relatively undeveloped. But his 
opinion was that the sample of material sent was too meagre 


Fig. |. Normal mouse: preparation of fresh gut wall showing 
dead and living eggs and the empty shells of hatched eggs. 
Note the absence of granulomata. 


Fig. 2. Mouse on low protein diet: preparation of fresh gut 
wall showing dead eggs all in granulomata. 
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for definite conclusions. Since then Dr. Gonnert has found 
similar lesions in a second batch of worms, from experimental 
mice, sent to him by us. 

The mice on the low-protein diet passed less ova in the 
faeces than mice on normal food infected with the same 
number of cercariae. From examination of the gut wall of 
such mice it was noticed that in protein-deficient mice the 
ova were frequently incorporated in granulomata, whereas 
in mice on a normal diet they were usually lying free in the 
tissue (Figs. | and 2). It is of course highly probable that 
owing to the imperfect development of the worms less eggs 
were actually laid. 

From these results it is shown that in the mice on the 
deficient diet the bilharzia infection resulted in no difference 
in reproduction and weight increase but had effect only on 
mortality. The small number of ova observed in the faeces, 
the difference in size of the male worms and the relative 
immaturity of some of the worms indicate that low protein 
intake may inhibit the full development of the schistosome. 
Certainly the action on the surviving mice was not more 
drastic as a result of the protein deficiency. 


SUMMARY 


1. The effects of an Egyptian strain of S. mansoni on mice 
kept on normal and low-protein diets were studied. 

2. A low-protein diet causes infected mice to die earlier 
than uninfected ones. There is no difference between the 
rate of reproduction or weight gain of these two groups. 

3. Evidence is presented that male worms recovered from 
mice on low-protein are smaller and it appears that their 
reproductive organs are abnormal as compared with worms 
from normal mice. 

4, Mice on a low-protein diet pass less eggs in the faeces 
than mice on a normal diet. This may be because, being 
fertilized by imperfectly developed males, the females actually 
lay less eggs, and/or because the eggs resulting from such a 
union are abnormal and more readily stimulate a granuloma- 
tous reaction. 

5. The relatively greater frequency and efficiency of 
absorption of eggs by mice on low-protein diet and hence 
their failure to appear in the faeces is more likely related to 
disturbances produced in the reproductive organs of the 
worms, with the consequent deposition of abnormal eggs, 
rather than an enhancement of defence mechanisms in the 
host produced by the low-protein diet. 


We are very grateful to Dr. R. Gonnert, of Farbenfabriken, 
Bayer, Germany, for the trouble he has taken in examining our 
material. Our thanks are also due to Dr. H. Reuning, of the 
National Institute for Personnel Research, Council for Scientific 
and Industrial Research, for advice on the statistical procedures 
followed, to Mr. E. van Manen of Lion Bridge Milling Co. Ltd.. 
Pretoria, for information regarding the composition of the diets, 
and to Miss T. Marcus and Miss V. Williams for technical assist- 
ance. 
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Fourth International Goitre Conference, London. The American 
Goiter Association and the London Thyroid Club will hold the 
4th International Goitre Conference in London on 5-9 July 1960. 
It will precede the International Endocrine Conference in Copen- 


hagen by 10 days. Those who desire to submit papers for con- 
sideration by the Programme Committee of the Goitre Conference 
should send abstracts not later than 31 December 1959 to Dr. 
Selwyn Taylor, 3 Rodean Crescent, London, S.W. 15. Dr. Taylor 
will also supply any further information that may be required. 
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DEDUCTION OF CHEMICAL COMPOSITION OF URINARY CALCULI BY 
RADIOLOGICAL MEANS 


GEORGE Couen, M.B., B.Cu., D.M.R.D. (R.C.P. AND S.), Department of Radiology, Johannesburg General Hospital 


The first X-ray diagnosis of urinary calculi was made by 
McIntyre’ in 1896 and this diagnosis was confirmed at 
operation. Radiological reports refer to the presence of 
urinary calculi, but hardly ever attempt to deduce their 
chemical composition. Such deduction, can, however, often 
be made from an ordinary radiographic examination, and 
it may be of importance as pointing to the presence or 
absence of infection (for some stones develop only in infected 
urine) or as indicating that the stone will be easily crushed 
or crushed only with difficulty. It may even indicate the 
pH of the urine, e.g. in the renal calyces, where the pH may 
differ greatly from that of excreted or catheterized urine. 

The chemical composition can be determined on the 
basis of the size, shape, situation, radiopacity or radiolucency, 
or number, of the calculi. Other important factors include 
the age of the patient, associated clinical signs and symptoms, 
and whether the calculi are uni- or bilateral. 


Form and Structure 


The external shape of all stones is influenced by that of 
the cavity in which they lie. The large ‘stag-horn’ calculi 
that form in the renal pelvis and calyces are most obvious 
examples of this. The nuclei of most stones are spherical, 
or nearly so, and it is probable that if the growth of a calculus 
were absolutely unrestricted it would remain a sphere. 

Uric-acid calculi have round or oval nuclei, usually less 
than 5-7 mm. in diameter. The nucleus is devoid of 
lamination or radial striation and is radiologically homo- 
geneous. It is surrounded by a series of concentric laminae, 
which usually have a regular or slightly wavy outline and 
are more or less of the same width in the same stone (though 
of different widths in different stones), unless the stone is 
oval shaped, in which case the laminae are thickest at the 
ends of the longest diameter. The surface is almost always 
smooth, but occasionally slightly mammillated. 

Oxalate calculi are of 4 types: 

(a) A small stone, which has the smoothest surface of all 
urinary calculi, is usually less than a pea in size, is always 
multiple, and is round in shape and rarely faceted. 

(b) The ‘mulberry’ type, usually less than 1} inches in 
diameter. It is usually circular and the surface is often 
broken by mammillary processes, which are 4-5 mm. in 
height and 3-4 mm. in diameter at the bases and have nipple- 
shaped projections at the apices. These are the roughest 
and most irregular of all calculi. In the pelvis they are often 
triangular in shape and flattened from side to side owing 
to moulding. The mammillary processes may be entirely 
absent in portions ciose to the wall of the renal pelvis. A 
‘mulberry’ or ‘thorn-apple’ stone in the bladder is to be 
diagnosed as an oxalate calculus. 

(c) A rare type, which contains a few long thorny processes 
more than | cm. in length and less than 1-2 mm. in diameter. 
The thorny processes may be 1-8 in number. This is the 
‘Jack-stone’ calculus of American uroradiologists. Stones 
of this type are smooth and are always in a dilated cavity 
(for example, a hydronephrotic cavity). With growth the 


spines increase in number and begin to become stunted in 
appearance, and the stone to resemble types 4 and d. 

(d) The commonest type of uninfected calculus, often 
octahedral in shape with needle-like surfaces, but more 
often with flat plate-like surfaces. They are usually small, 
with the sharp points or edges projecting outwards from the 
body. If they impact in the upper ureter they may become 
smoother in appearance where they are in contact with the 
ureteric wall. 

All oxalate calculi tend to change form with increase in 
size; the mulberry-like mammillated processes change to 
smoother forms. For example, one of the laminae may 
show well-marked mamillary processes but may be entirely 
covered by succeeding layers to assume a relatively smooth 
surface. 

Phosphatic Calculi, ‘Phosphatic’ is a loose term for stones 
composed partially or wholly of phosphates. They may 
consist of either crystalline or amorphous calcium phosphate, 
of calcium magnesium ammonium phosphate, or of a mixture 
of these salts. There is usually a considerable mixture of 
calcium carbonate in ‘triple phosphate’ calculi and most 
phosphate calculi also contain calcium oxalate in small 
quantities, and other salts as well. The phosphate may be 
a deposit on the surface of a uric-acid or calcium-oxalate 
calculus. 

(a) Crystalline stones of calcium phosphate are rare. They 
are smooth and dense, and have no distinct lamination but 
a definite radial striation. 

(5) Amorphous phosphatic stones are commoner. They 
are usually mixed with triple phosphate. The outer parts 
show distinct inter-lamellar fractures. The surface is granular, 
and growth may be rapid to a degree where a cast of the 
cavity containing them is formed. A radial arrangement 
may occasionally be seen but is unusual. 

(c) ‘Triple phosphate’ stones resemble type 5 but are 
smoother surfaced. 

A ‘stag-horn’ stone in the renal pelvis of an adult may 
almost certainly be diagnosed as phosphatic. 

Cystine calculi may be round or ellipsoid in the bladder 
but are usually ‘stag-horn-like’ in the kidney. A ‘stag-horn’ 
calculus in a child can be diagnosed as a cystine stone. 
They are smooth but occasionally have elevated mammillary 
processes which may make their outer border ill-defined. 
Irregular laminations and radial striations may be visible, 
the former sometimes being in the form of zig-zag streaks. 
Density (i.e. relative radiopacity or radiolucency) 

The density of calculi increases with increased atomic 
weight of the constituent elements; for example hydrogen 
(1), carbon (12), nitrogen (14), oxygen (16), sodium (23), 
magnesium (24), phosphorus (31), sulphur (32), potassium 
(39), calcium (40). For example, uric-acid stones (C;N,H Os) 
are relatively translucent, whereas the common. urinary 
calculi which are basically calcium phosphate containing a 
hydroxyl radicle* (having the mineralogic name of apatite) 
and of chemical formula Ca, (PO,),(OH), are opaque. 
According to chemical composition the order of density 
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TABLE I 
! 
| Order of | 
In decreasing | Order of | rate of Age Number Shape Size Surface Notes 
order of density incidence growth 
Calcium carbonate 4 6 A S/M Septic. Alkaline 
(O) urine. 
Calcium oxalate (O) 1 (a) 7 < 40 Ss *“Mulberry’ or Not large in kidney, | Irregular if Pain and 
yrs. thorn-apple’, but ‘pigeon’s egg” large, smooth haemorrhage 
especially in in bladder if small always severe. 
bladder 
Calcium phosphate Occasional 
(O) “Stag-horn’ or fracture of 
- 2 1 (6) 4 M ‘renal cast" The largest of stone. 
Triple phosphate (O) and faceted all types 
Smoother than Septic. Alkaline 
calcium-phosph. urine. 
stone. 
, Oval or round Smooth—never Familial 
Cystine (O/T) 6 2 I/A S/M *stag-horn’ in Small found in ureter cystinuria. 
children (slips down Usually aseptic. 
into bladder) 
Flattened ovoids Small /moderate Usually smooth. Occasional 
or round Occasionally fracture of 
Urates (T) 3 5 I M rough and stone. 
finely nodulated 
Smooth—never Spontaneous 
: 4 Faceted Small found in ureter fracture common. 
Uric acid (T) 5 3 Y M (slips down into 
| bladder) 
Xanthine (T) 7 4 A S/M Acid urine. 


of the commoner urinary calculi is as follows:* calcium 
carbonate, calcium oxalate, calcium phosphate, calcium 
magnesium ammonium phosphate, cystine, urates, uric 
acid, xanthine. 

The stones listed before cystine are always opaque, those 
listed after cystine translucent. There is some controversy 
whether cystine is denser than urates and uric acid,* but the 
25 %-sulphur-containing formula of cystine (COOH-CHNH,- 
CH,S) points to its being the denser. 


Incidence 


The order of frequency of urinary calculi is as follows: 
Calcium oxalate (pure or mixed), phosphates (calcium, 
magnesium, or calcium magnesium ammonium, i.e. triple 
phosphate), urates (sodium, ammonium, calcium, magnesium 
or potassium), calcium carbonate (rarely pure), uric acid, 
cystine, xanthine, indigo (pure or mixed with phosphates). 

Other rare types including ‘bacterial’ stones,’ fibrin 
stones,* cholesterol stones, stones of acetyl derivates of 
sulphapyridine, ‘foreign body’ stones (e.g. stones formed 
around a drainage tube), silicon stones, and urostealith 
stones. All these contain nuclei composed of desquamated 
epithelial cells, blood clot, foreign bodies, or urinary crystals. 

In the bladder this order is a little changed, uric-acid 
and urate stones being commoner than phosphate, calcium- 
oxalate, cystine and calcium-carbonate stones. Xanthine 
and indigo stones may also occur in the bladder. 


Other Factors 


Age of Patient. It is only in the young that age is a factor 
helping in the determination of the composition of calculi. 
In infants the nucleus is usually of ammonium urate and in 
young adults of uric acid. The outer layers may be composed 
of any of the other possible constituents. Cystine stones 


(a) Most frequent. (5) Quickest growing. I=Infant. Y=Youth. A=Adult. S=single stone. M= Multiple stones. 


are found usually in children, but occasionally they develop 
in adults. 

Size. Cystine, urate and uric-acid stones are usually small 
or moderate in size and remain so. The calcium oxalate 
stone is of moderate size in the renal pelvis, being slow in 
its rate of growth, but may be the size of a pigeon’s egg in 
the bladder. ‘Foreign body’ stones and phosphatic stones 
grow very rapidly and serial X-rays show continual and 
rapid increase in size. They are the largest stones and may 
reach considerable dimensions. Bacterial and non-crystalline 
stones are usually pin-head in size but may reach the size 
of a cherry or olive. 

Site. Stones in the ureter are rarely composed of uric 
acid or cystine because stones of these substances are smooth 
and readily slip down into the bladder. A translucent stone 
in the ureter is therefore often composed of the rarer con- 
stituents such as xanthine and other radiolucent rare con- 
stituents. 


Number of Stones. As stones which are found bilaterally, 
i.e. in both pelves or perhaps both ureters, usually occur 
only in the presence of infection, they are composed of 
phosphate or calcium carbonate. Cystine stones are an 
exception to this rule, but they are commoner in children, 
and less dense than the two septic stones. Calcium-oxalate 
stones are always single and unilateral, and uric-acid stones 
always multiple. Other stones cannot be differentiated on 
the bases of multiplicity or singularity. 

Clinical signs and symptoms may give an indication of the 
chemical constitution of a stone. For example, extreme 
pain and continual haemorrhage are usually due to a very 
irregular stone such as a calcium-oxalate caiculus of the 
bladder. Dilation of the ureter above the stone with or 
without hydronephrosis is rare in aseptic stones, and usually 
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indicates that the stones are of septic origin, i.e. phosphatic 
or calcium-carbonate calculi. A stricture in the region of 
the stone, or below it, is usually also a result of a ‘septic’ 
stone of phosphate or calcium carbonate. 

Rate of Growth. Phosphate stones grow at a faster rate 
than those of cystine, uric acid or xanthine (in that order). 
Calcium oxalate is the slowest-growing of all stones. 

A spontaneous fracture through the stone almost certainly 
indicates that the stone is of uric acid or urate. A flake 
fracture may occur in phosphate stones, but fractures never 
occur in oxalate stones. 


CONCLUSION AND SUMMARY 


Table | is in the main a summary of the foregoing information. 

Radiological reports have hitherto not attempted to 
diagnose the chemical composition of urinary calculi. From 
their appearance, from, structure, density, situation, size, 
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shape and number, and from the age of the patient and 
his clinical signs and symptoms it is not difficult to make 
such a diagnosis and, with experience, the difficulties en- 
countered become more and more easily resolved. The 
diagnosis of the chemical composition of the stones makes it 
possible to determine the presence or absence of infection, 
whether the stone can be easily crushed or crushed only with 
difficulty, and even the pH of the urine in parts of the renal 
tract far removed from the bladder (e.g. the renal calyces) 


My most sincere thanks must be extended to Dr. Josse Kaye, 
Chief Radiologist, Johannesburg General Hospital, for his advice 
and encouragement, and to Miss A. McDougall for her untiring 
and unselfish help in the preparation of this article. 
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CARDIOVASCULAR DISEASES 


The following data are abstracted from a handbook on Cardio- 
vascular Diseases in the United States published in March 1958 
by the American Heart Association in cooperation with the 
National Heart Institute and the Heart Disease Control Pro- 
gram, Public Health Service of the US Department of Health, 
Education and Welfare: 


DEATHS AND DEATH RATES FOR CARDIOVASCULAR DISEASES, US, 
1955, BY CAUSES 


Rate 
per 
Cause Number of Deaths 100,000 
popula- 

tion 
Cardio diseases, total 334, 

400-468 815,532 496-4 

438,316 266°8 
Arteriosclerotic heart disease, in- 

cluding coronary disease (420) 405,830 | 247-0 

General arteriosclerosis (450) .. 32,486 19°8 
Hypertension and/or arteriosclero- 

sis 239,764 145-9 

Cerebrovascular lesions (330-334) 174,142 | 106-0 
Non-rheumatic endocarditis and 
(421, 

422) 65,622 39-9 

Hypertension 85,045 $1°8 
Hypertension with he:rt disease 

(440-443) 73,883 
Hypertension without mention of 

heart disease (444-447) 11,162 6°8 
Rheumatic fever and rheumatic 

heart disease (400-416) 19,757 12-0 
Other cardiovascular diseases (430- 

434, 451-468) . 32,650 19-9 


Numbers in er a are code numbers of the Sixth Revision 
of the International List of Diseases and Causes of Death. Not 
included are 2,672 deaths from cardiovascular syphilis (022, 023), 
9,245 deaths from congenital malformations of the circulatory 
system (754), and 15,821 deaths from chronic nephritis (592-594). 


DEATHS FROM CARDIOVASCULAR DISEASES, 1955, BY SPECIFIC CAUSES 
(EXPRESSED AS PERCENT OF TOTAL CV DEATHS) 


ARTER|OSCLEROSIS 53.7 
AR OS 
At OR HYPERTENSION 29.4 
HYPERTENSION 10.4 
RHE ATIC FEVER 
AND RHEUMATIC #.D 24 


ALL OTHER Cv DISEASES 40 


1 


Arteriosclerosis and hypertens/on cause over 90°; of the death 
from CV diseases. (Fig. 1.) 


DEATHS FROM CARDIOVASCULAR DISEASES, 1955, BY AGE-GROUPS 
(EXPRESSED AS PERCENT OF TOTAL CV DEATHS) 


UNDER 5 YEARS 1.0 
3 to 24 a 
25 to 44 36 
45 to 64 246 
65 to 74 28.1 2 
75 AND OVER 422 


Although most CV deaths occur in the older age-groups, note 
that one-quarter were in the age-group 45-64. (Data include 
deaths from congenital malformations of the circulatory system.) 


DEATHS FROM CARDIOVASCULAR DISEASES, 1955, BY AGE-GROUPS 
(EXPRESSED AS PERCENT OF ALL DEATHS IN EACH AGE-GROUP) 


AGE GROUP NON.-CV DEATHS CV DEATHS 


= 


Note that, even in the age-groups 25-44 and 45-64, CV diseases 
are responsible for a large proportion of all deaths. (Data include 
deaths from congenital malformations of the circulatory system.) 
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DEATHS FROM CARDIOVASCULAR DISEASES, 1955. CHIEF CAUSES 
OF CV DEATHS IN EACH AGE-GROUP 


AGE GROUP CHIEF CV CAUSES OTHER CV DEATHS 


UNDiR 


YEARS 


Although CV diseases affect all ages, note that the importance of 
specific forms of CV diseases as a cause of death varies according 
to the age group. 


DEATHS FROM CARDIOVASCULAR DISEASES, 1905-55. © CHANGING 
RATIO OF CV DEATHS TO ALL DEATHS 
00 | | 


| 
| 


5 


In 1905 CV diseases accounted for only 24°, of all deaths. Today 
more than half of all deaths are due to CV diseases. People now 
live longer mainly because of decreased mortality from infectious 
diseases; and it is in the older age-groups that CV diseases take 
their greatest toll. (Data include chronic nephritis.) 


DEATH RATES FOR CARDIOVASCULAR DISEASES, 1905-55. TREND OF 
AGE-ADJUSTED RATES 


| 
RATE PER crude 
00,000 RATE 
POPULATION 7 
AGE 
400 > < ADJUSTED 
1905 5 25 35 45 55 6 
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Has the CV death rate increased over the past 50 years? The 
line showing the crude death rate shows an increase, but the 
age-adjusted death rate shows that actually the CV death rate 
has been decreasing since about 1940; before then it was relatively 
stable. (The age-adjusted death rate is the death rate which would 
have resulted if the age distribution of the population had been 
the same as the age distribution of the United States in 1940. 
In comparing death rates for different years we must take into 
account the fact that there is a greater proportion of older people 
in the population than there used to be; the age-adjusted rate 
allows for this fact.) Data include chronic nephritis. (Fig. 6) 


DEATH RATES FOR CARDIOVASCULAR DISEASES, 1905-55. TRENDS 
BY AGE AND SEX 
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The peaks marked with circles do not represent true increases 
Armed forces overseas, generally healthier, not included. 

In the 45-64 age-group, the CV death rates have gone up for 
men and down for women. In the older age-groups the CV death 
rates have remained relatively stable. In the age-groups below 45, 
the rates have gone down for both males and females. (Data 
include chronic nephritis.) 


DEATH RATES, 1915-55. HEART DISEASE (LARGELY RHEUMATIC) 
AND RHEUMATIC FEVER, AGE-GROUP 5-24 
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The peak marked with a circle does not represent a true increase. 


Armed Forces overseas, generally healthier, not included. 
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The death rates from rheumatic fever and rheumatic heart 
disease have been declining since 1915. The decline has been 
more rapid since 1945, when penicillin became generally available. 
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Rheumatic heart disease was not reported separately from other 
heart diseases until 1939. Since most heart disease in this age- 
group is riieumatic, rates are shown for all heart disease and 
rheumatic fever combined. (Fig. 8.) 


A MEDICAL CONGRESS IN ISRAEL 
Davip ORDMAN, B.A., M.B., Cu.B., D.P.H., Johannesburg 


The 4th World Congress of the Israel Medical Association was 
held in Israel from 12 to 24 August 1958 and was remarkable in 
that its proceedings were spread over three cities—Tel Aviv, 
Haifa and Jerusalem—members travelling to the various venues 
in large comfortable coaches with well-arranged stops en route 
for visits to places of historical, scenic or medical interest. The 
Assembly, under the patronage of the Minister of Health, had as 
its President the respected doyen of medicine in Israel, Dr. M. 
Sherman, who founded the Association. The Chairman of the 
Scientific Council was Professor Herman Zondek. The Congress 
had been arranged by a country-wide representative committee 
and the heavy burden of organization fell upon a council headed 
by Dr. J. Bickels, who was the Assembly chairman. 

Some hundreds of members participated in the Assembly, the 
majority from the United States of America but numbers also 
from Europe and elsewhere. From South Africa came Dr. Ada 
Barnett-Maister (Port Elizabeth), Dr. L. I. Meyerson (Venters- 
dorp), and Drs. A. Jokl, H. Fram, D. Ordman and Prof. H. B. 
Stein (Johannesburg). 

The Assembly was organized on a novel basis. Although some 
of the sessions were held at the official medical centres in the 
different cities, most of the gatherings took place at hospitals 
and other medical institutions which the visitors thus had the 
opportunity of visiting and seeing in action. An excellent lunch 
or other refreshment was invariably provided but most welcome 
of all were the cool orange and grape-fruit drinks, because the 
weather was exceedingly hot throughout the period. Among the 
institutions thus visited were the Hadassah Municipal Hospital 
in Tel Aviv, the Government Hospital in the adjoining suburbs 
of Jaffa, the Beilinson Hospital in Petah Tikvah, the Hospital at 
Tel Hashomer, the Asaf Harofeh Hospital of Sarafand, the Malben 
Rehabilitation Centre at Machne Israel, the Kaplan Hospital at 
Rehovoth and the Hadassah Hospital in Jerusalem. Members 
were provided in advance with programmes of sessions held 
simultaneously in respective regions and could thus attend those 
they were interested in. At these sessions the speakers were mainly 
Israeli specialists, who spoke as a rule in English, but all addresses 
in Hebrew were translated into or summarized in English and 
French. At these sessions, too, visitors had the opportunity of 
reading their papers: and it was within the framework of the 
Assembly that Dr. A. Jokl thus spoke to the Israel Society of the 
History of Science and Medicine on ‘Dr. Julius Hirschberg’ and 
Dr. D. Ordman addressed the Israel Allergy Society on ‘Climate 
and Asthma with special reference to Israel’. 

The opening ceremony on the first evening took place in Tel 
Aviv in the large F. R. Mann auditorium of the great new *“Hechal 
Hatarbut’—the Cultural Centre, in the distinguished presence 
of the Prime Minister (Mr. David Ben Gurion), the Minister of 
Health (Mr. I. Barzilai), and the Mayor of Tel Aviv-Jaffa, all of 
whom addressed the big audience, which included Government 
and municipal officials as well as foreign diplomats, medical 


men and women from all over the State of Israel and members of 


the general public. The official delegates occupied seats on the 
platform and in turn briefly addressed the Assembly; and in this 
way the writer who had been invited to be its representative had 
the honour of conveying the greetings of the Medical Association 
of South Africa and its best wishes for a successful Congress. 
The sessions on the following day were of exceptional interest: 
authoritative addresses were given on the work carried out in 
preventive medicine in the 10-year period of the State’s existence. 


FLUORIDATION OF PUBLIC WATER SUPPLIES 


The Royal Medical Board, Sweden, has submitted the following 
statement to the Government of Sweden under date 12 April 1958: 
With regard to fluoridation of public water-supplies, that is, 


The speakers were objective and scientific in their approach but 
their accomplishments could justifiably have provoked a high 
degree of lyricism, considering the difficulties encountered, which 
included the periodical large-scale influx of immigrants from 
Eastern and North African countries and their integration into 
the health and culture pattern of the local population. Prof. R. 
Bach gave a most interesting analysis of the demography of the 
Jewish population in Israel and Mr. C. S. Halevy dwelt on the 
health problems met with in the absorptoin of the immigrants. 
A symposium on infectious diseases specific to Israel was con- 
cluded by Prof. G. Meer with a paper significantly entitled ‘Malaria 
as a Disease of the Past’. In a symposium on blood diseases, 
haemolytic diseases in oriental Jews was discussed and a study 
presented on blood groups in the different ethnic groups. Another 
striking symposium related to “Genetics, Adaptation to Climate, 
and certain Diseases peculiar to Israe!] and the Immigrants’. 

The social side of the Assembly was well cared for and there 
were receptions by local mayors and medical associations, invita- 
tions to the homes of Israeli medical men, and a well-arranged 
banquet. Members paid a visit to the famous Weizman Institute 
of Science in Rehovot and delegates laid a wreath on the grave 
of Chaim Weizman, the founder of the Institute and the first 
President of the State of Israel. During its move to Haifa members 
of the Assembly visited the children’s village “Hadassim’ and 
attended the laying of the corner-stone of ‘Hechal Harofeh’, 
the rest and recreation home for Doctors. A reception of high 
entertainment value was given by the Haifa Branch of the Medical 
Association with a ‘Kuinsitz’ or ‘Get-together’ on the large, wide, 
flat roof of Medical House, on which the laying of the foundation 
stone of the second floor was simultaneously being celebrated. 
Members will not easily forget that wonderful warm summer 
night in the open air, aromatic with the odours of a ‘braaivleis* in 
Eastern style, and resounding with the jolly talk and happy laughter 
of the crowd and the characteristic Israeli singing and dancing going 
on long after midnight. 

The whole of the next day was spent touring Galilee, and in- 
cluded a visit to Nazareth, Dagania, Tiberias and Capernaum 
on the shores of Lake Kinnereth, where the ruins of an ancient 
synagogue of the Roman era were seen. 

Thereafter the Assembly moved on to Jerusalem, where in the 
late afternoon members were received by the President of the 
State of Israel, Mr. Yitzchak Ben Zvi, and his gracious lady, 
in the simple but beautiful large wooden hall lined with paintings 
and shelves of books and surrounded by attractive gardens. 
On the following day visits were paid to the Hadassah Hospital 
and the various health centres, where further scientific sessions 
were held. In the evening there was a well-attended symposium 
on Medical Education in the magnificent Wise Auditorium of 
the Hebrew University. The University was again visited next 
day in the course of a sight-seeing tour of Jerusalem and members 
were impressed particularly with its spacious lay-out and the 
modernity of its architectural style. 

The Fourth World Assembly of the Israel Medical Association 
ended with a ceremony at Medical House in Jerusalem, when 
genial President Sherman and Chairman Bickels delivered farewell 
addresses to the visitors and presented Israeli flags to the official 
delegates who responded. It was an honour and a delight for the 
writer to thank the Executive and Organizing Committees and 
Councils on behalf of the Medical Association of South Africa 
for a wonderfully arranged and unique Congress. 


FOR THE PREVENTION OF DENTAL CARIES 


bringing the concentration of fluoride in drinking water to ap- 
proximately | mg. per litre, it has been found that this measure 
will reduce the incidence of dental caries by about 50°, in children 
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and young persons who have consumed such water all their lives. 
In children who have been drinking fluoridated water for only 
part of their lives, the caries incidence will be reduced roughly in 
proportion to the period of ingest‘on. The protection of the 
teeth offered by fluoride seems to be effective still in middle-aged 
persons, judging from the small number of investigations. The 
protection will be the same whether the water is artificially fluori- 
dated or has a corresponding natural content of fluoride. Equally, 
the occurrence of slight mottling of the enamel in some of those 
children who during the period of tooth-formation have con- 
sumed water with the aforesaid concentration of fluoride is inde- 
pendent of whether the content of fluoride is natural or artificial. 

The technique of artificial fluoridation is simple. It has been 
thoroughly tested and can be carried out at least at all large and 
medium-sized waterworks. As far as Stockholm and Gothen- 
burgh are concerned, the costs have been estimated at 0.30 to 0.40 
Swedish crowns per person per year or, distributed over the 
school-children only, at 3.00 to 4.00 Swedish crowns per child. 
For comparison it may be mentioned that at present the expendi- 
tures in the public dental service for school-children in Gothen- 
burgh amount to about 75.00 Swedish crowns per year per child. 

The Board cannot find that the addition of fluoride to water 
that is not drunk has any disadvantage. 

The Board wishes to point out that fluoridation experiments 
under strict medical, dental and technical control have been in 
progress in several places in the United States and Canada for 
about 13 years. In the United States fluoridation of water-supplies 
has been practised since 1945 to a successively increasing extent, 
and at present the scheme comprises close on 35 million persons. 
In addition, 3-4 millions consume naturally fluoridated water. 
In Sweden the city of Norrk6ping started fluoridation of the 
water in one of their two water service systems about 5 years ago, 
while, for instance, in Upsala, Eskilstuna and Hialsingborg the 
public is supplied with water that has a natural fluoride content 
which exceeds the one used at artificial fluoridation. In countries 
that are comparable with Sweden no evidence has been found 
that the consumption of fluoride is harmful to health, not even 
in areas in which the water has a natural content of fluoride 
that is 10 times as high as that used at artificial fluoridation. 

In the opinion of the Board the inquiry carried out has shown 
that fluoridation of public water-supplies does not involve any 
demonstrable health hazards even on prolonged consumption 
of the water. Being convinced that fluoridation of drinking 
water js an effective means of preventing caries in children and 
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young persons, the Board would continue to recommend that 
communities which desire to start fluoridation of their domestic 
water-supplies should be authorized to do so under the necessary 
technical control. 

In this connection the Board wishes to point out that both the 
WHO and the American Medical Association recently, after 
special expert inquiries, have unreservedly recommended fluorida- 
tion of drinking water as an effective and safe means of preventing 
dental caries. 

The Board is fully aware of the fact that, in point of principle, 
objections may be raised against fluoridation of drinking water 
on the grounds that the citizens would be compelled to consume 
fluoridated water, and that a movement of opposition against 
fluoridation exists in the United States and to some extent in 
Sweden as well. The ‘Interim Committee for Personal Integrity’ 
in Gothenburgh, for instance, has appealed to the Board for 
measures against fluoridation of drinking water. The Board 
cannot find, however, that these objections carry sufficient weight 
to be allowed to obstruct an important public health measure. 
The incidence of dental caries in Sweden has reached such pro- 
portions that all available means for its combat have to be utilized. 
Fluoridation of drinking water is one of the methods that should 
be employed. 

The first condition for fluoridation is that it should be carried 
out under strict control. This includes, for one thing, supervision 
to assure that the population in a place for which fluoridation 
has been planned, is not exposed in any higher degree to the 
effect of fluorides from other sources, for instance foodstuffs or 
industrial gases. The apparatus for adding fluoride should also be 
technically fully satisfactory, and the fluoride content of the 
water should be checked regularly and with reliable methods. 
In accordance with the advisory committee the Board finds that 
continuous odontological and medical control of children and 
young persons is essential in places where a fluoridation scheme 
is started, and that the collected material from these places should 
be studied scientifically. It is the intention of the Board later to 
draw up proposals concerning the organization of this control. 

With regard to the legal aspect of the question, the Board 
wishes to make the request that if the proposed paragraphs in 
the Public Health Act are found to be inadequate for the purpose, 
the Government would decide to have them duly completed. 

The Board, believing that at present neither topical application 
of fluoride to the teeth nor administration in salt, milk, flour, etc. 
can replace water fluoridation, will later consider plans for closer 
trials of these caries-preventive methods. 


S.A. MEDICAL AND DENTAL COUNCIL: CANDIDATES FOR ELECTION 


The Returning Officer (Mr. Wm. Impey) has issued the following 
statement under date 31 October 1958: 

It is notified in terms of Regulation 3 (3) of the First Schedule 
to the Medical, Dental and Pharmacy Act of 1928 (Act 13 of 
1928) as amended, that the following persons have been validly 
nominated as candidates for election as members of the South 
African Medical and Dental Council for the quinquennial period 
1 January 1959 to 31 December 1963: 


NOMINATED BY MEDICAL PRACTITIONERS 


Black, James, Johannesburg. 

Bloom, Arthur, Durban. 

Blumberg, Harry Israel, Klerksdorp. 
Braun, Loswel Israel Braude, Johannesburg. 
Bremer, Julius Karl, Pretoria. 
Broomberg, Aaron, Durban. 

Cluver, Eustace Henry, Johannesburg. 
De Villiers, Beck, Bloemfontein. 

Freed, Louis Franklin, Johannesburg. 
Grant-Whyte, Harry, Durban. 

Impey, Robert Lancelot, Cape Town. 
Radford, Aubrey. Durban. 

Schaffer, Rudolph, Queenstown. 
Schepers, Gerrit Willem, Johannesburg. 
Shapiro, Charles, Cape Town. 


Shapiro, Maurice, Johannesburg. 

Sichel, Alan William Stuart, Cape Town. 
Tonkin, Michae! Edmund Lee, Johannesburg. 
Troskie, George Frederik Christiaan, Kroonstad. 
Turton, Edwin Wilberforce, Boksburg North. 
Vercueil, Leon Olivier, Florida. 

Wagner, Philipp Frederick Henry, East London. 


NOMINATED BY DENTISTS 


Breyer, Jan Hendrik, Johannesburg. 

De Villiers, John Frederick van de Sandt, Johannesburg. 
Du Plessis, Johannes Jeremias, Umtentweni, Natal. 
Hofmeyr, Roland, Cape Town. 

Louw, Hendrik Hendriksz, Pretoria. 

Stegmann, Johannes Augustus, Bloemfontein. 


As the number of medical practitioners and dentists nominated 


exceeds the number of medical practitioners and dentists to be 


elected, | have appointed Wednesday 17 December 1958 as being 
the day on or before which every person entitled to vote at the 
election of medical practitioners or dentists (respectively) may 
sign and transmit or deliver to me a voting paper as described 
in the third annexure to the First Schedule of the said Act. Voting 
papers will be posted to the last registered address of each person 
qualified to vote at the election. 
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MEDICAL COUNCIL ELECTION 


Below are published particulars concerning candidates for election 
to the South African Medica! and Dental Counci!: 


BROOMBERG, AARON, M.B., B.Cu. (RAND) 


Dr. A. Broomberg was born at St. James, Cape, in 1905 and 
educated in Johannesburg, where he ‘matriculated in 1920. He 
graduated as Bachelor of Medicine and Bachelor of Surgery 
at the University of the Witwatersrand in 1927 and commenced 
practice in Natal in 1928. Since 1930 he has been in general 
practice in Durban. 

In 1945 he was elected to the Council of the Natal Coastal 
Branch, on which he has served continuously ever since. In 
1946 he was Organizing Secretary of the first post-War South 
African Medical Congress, which took place in Durban. He acted 
as Secretary of his Branch for 3 vears and was elected as its Presi- 
dent in 1951. During 1956 and 1957 he was Chairman of the 
Organizing Committee of the 4Ist Medical Congress, which was 
held in Durban in September 1957. 

He has been a member of the Federal Council for the past 
12 years and serves on its Central Ethical Committee and the 
Central Committee for Contract Practice. He has also served on 
several other sub-committees. Dr. Broomberg has also served 
his Branch on numerous committees, often as Chairman, For 
instance, he was Chairman of the Branch’s Contract Practice 
Committee for several years, of a Committee for the Investigation 
of Factory and Industrial Practice, and in 1956 of a Committee 
for the Investigation of the Integration of General Practitioners 
into Provincial Hospital Services. 

He did a great deal towards the establishment of the Medica! 
Faculty of the University of Natal, and has assisted in building 
up the Medical Library of the University. He was a Branch 
nominee during 1953-1955 of the Provincial Hospitals Advisory 
Council and was a member of the Committee responsible for the 
preparation of memoranda of evidence before the Natal Hospitals 
Commission and the Bremer Commission. In addition to his 
activities in the Association he has taken a keen and active interest 
in many other organizations, also acting as Chairman since 1957 
of the Durban Society on Alcoholism. 

In view of his long and devoted service to the Medical Associa- 
tion of South Africa, he was honoured in 1957 by the award of 
the Association’s Bronze Medal for Meritorious Service. 


CLUVER, EUSTACE HENRY, M.A., M.D., D.P.H. 


Degrees. B.A. (Science), University of the Cape of Good 
Hope; B.A., University of Oxford (First Class Honours in Physio- 
logy): M.A., M.B., B.Ch., M.D. (University of Oxford); D.P.H., 
R.C.P.S., London. 

Scholastic. Rhodes Scholar, Hertford College Oxford: Senior 
Demy, Magdalen College, Oxford; Burney Yeo Scholar, King’s 
College Hospital. London. 

Past Professional Appointments. Captain S.A.M.C., B.E.F. 
France, World War I; Professor of Physiology, University of the 
Witwatersrand: Secretary for Health and Chief Health Officer 
for the Union of South Africa; Director-General, Medical Ser- 
vices, Union Defence Force. 

Present Professional Appointmeats. Professor of Preventive 
Medicine, University of the Witwatersrand; Director, S.A. In- 
stitute for Medical Research. 

Other. Past President of the Southern Transvaal Branch of 
the Medical Association of South Africa; Member of the S.A. 
Medical and Dental Council from 1938 to 1940 as Secretary for 
Health, since 1944 as an elected member; Member of various 
Government Commissions (Silicosis etc.). 

Publications. Many papers in Science and Medical Journals: 
author of, among others, the following books: Public Health in 
South Africa (6th Edition, in the Press): Medical and Health 
Legislation in the Union of South Africa; Recent Medical and 
Health Legislation. Joint Author of Social! Medicine. Joint Editor 
of the §.4. Journal of Medical Sciences. Member of the Editorial 
Board of the S.A. Journal of Laboratory and Clinical Medicine. 


GRANT-WHYTE, HARRY, M.B., Cu.p., B.A. (CAPE Town), 
F.F.A.R.C.S. (ENG.), D.A. (LOND.) 


Born at Upington, C.P. Graduated University of Cape Town 
1927. After holding resident posts at Somerset Hospital, Cape 


Town, and Grey’s Hospital, Pietermaritzburg, and doing post- 
graduate study in England, settled in Durban 1930 

General Practice, 13 years. Specialist Anaesthetist, 16 years 

Senior Anaesthetist, Addington Hospital, Durban 

Head of Sub-Department of Anaesthesia, Durban Medical 
School 

Anaesthetist to the S.A.R., Durban, since 1930 

Member of Branch Council, Nata! Coastal Branch, 14 years 

Chairman of Contract Practice Sub- -committee, Natal Coastal 
Branch, 10 years 

Convener, Clinical Sub-committee, Natal Coasta! Branch, 
12 years 

Secretary of Original Committee, N.C.B., M.A.S.A., sub- 
mitting evidence before National Health Services Commission 
on need for Medical School for non-Europeans in Durban, 1946 

Branch representative on Joint Standing Advisory Committee 
of University of Natal since 1954 

Member of Federal Council since 1946, and of the Council 
Executive for 4 years 

Vice-Chairman, R.M.O. Group, 14 years 

President of the South African Society of Anaesthetists, 1947 

President of the Natal Coastal Branch, M.A.S.A., 1953 

President of the Medical Association of South Africa, 1957 

President of the Durban Medical Congress, 1957 

At Dr. Grant-Whyte’s suggestion, and with substantial financial 
aid from a visiting lecturer’s fund—money for which he personally 
collected—The National General Practitioners Group invited 
Dr. lan Grant, President of The College of General Practice, 
London, to visit various centres in South Africa. 

Dr Grant-Whyte was vir 13 jaar ’n algemene praktisyn voordat 
hy gespesialiseer het. Dus kan hy al die moeilikhede en struikel- 
blokke daarvan goed begryp. Hy kan ook met yrymoedigheid 
sé dat hy albei ons landstale magtig is. 


IMPEY, ROBERT LANCELOT, M.D., 
F.R.C.0.G. 


F.R.C.S. (Epn.), 


Appointments. Attached to medical teaching institutions con- 
tinuously since 1921 (in Britain, South Africa and United States). 
For many years in senior posts, such as Senior Gynaecologist, 
Groote Schuur Hospita!, Cape Town, and Senior Lecturer in 
Obstetrics and Gynaecology, University of Cape Town. At 
present, Lecturer in the Conduct of Medical Practice and Medical 
Ethics, University of Cape Town. 

Served for 20 years on the South African Reference Committee 
of the Royal College of Obstetricians and Gynaecologists, and 
was elected the first Vice-Chairman of its South African Regional 
Council. 

Vedical Association of South Africa. Active membership of 
M.A.S.A. since its formation in 1925, having served as Hon. 
Secretary and President, of the Cape Western Branch, and also 
as Chairman of various standing committees. At present Chair- 
man of the Ethical Committee of the Branch. Association's 
Bronze Medal for Meritorius Service, 1956. 

South African Medical and Dental Council: An elected member 
for 15 years. Served on Medical Education Committee for 15 
years, Executive Committee for 10 years, and Specialist Com- 
mittee for 5 years. 

War Service. In both World Wars joined up at the outbreak 
of war and served for their duration. Lt.-Col. (R.A.M.C.); Col. 
(S.A.M.C.). Military Cross, Battle of the Somme, A.D.M:S., 
Cape Fortress Command. 

If returned will continue to do his best to ensure a high standard 
of medical education and practice in South Africa, and to main- 
tain the traditions and high ethica! code of the profession of 
medicine. 


SCHEPERS, GERRIT WILLEM, B.Sc. (S.A.), M.B., 
B.Cu. (RAND) 


Born Wepener, O.F.S.  Matriculated Marquard, O.F.S. B.Sc. 
University of the O.F.S. and M.B., B.Ch. University of the Wit- 
watersrand. 

Hospital Resident under Prof. Craib and Prof. Brebner, Johan- 
nesburg General! Hospital. Senior Resident at Chamber of Mines 
Hospital, Cottesloe, Johannesburg for one year. 
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Has been in active private General Practice in Johannesburg 
for the past 12 years. 

Part-time Lecturer in Anatomy for the past 7 years. Post- 
graduate training in Johannesburg and also in London under 
Prof. Aird; was recently awarded British Postgraduate Bursary 
for Clinical Studies in the United Kingdom. 

Has been a member of the Medical Association since qualifica- 
tion and serves on the Southern Transvaal Branch Executive 
Committee as its Assistant Hon. Secretary. Serves also as the 
Secretary of its Contract Practice Committee and is a member 
of the final committee dealing with the Medical Association 
Medical Service Plan. 

Chairman of the General Practitioners Group, Southern Trans- 
vaal Branch, and member of the Executive of the National General 
Practitioners Group. Is one of the two members in the Transvaal 
who are also members of the British College of General Practi- 
tioners and is a prime mover for the establishment of a similar 
College in South Africa. Made a study of the functions of G.P. 
College in England and is a firm believer that such a College 
here in South Africa will greatly enhance the status of General 
practitioners and at the same time will lead to better understand- 
ing between specialists and genera! practitioners. 

Dr. Schepers was 8 jaar lank Sekretaris vir die Christo Beyers 
Mediese Gedenktak te Johannesburg, twee maal die Voorsitter 
en dien tans nog op die komitee daarvan. Hy is ook *n Bestuurslid 
van die Uitvoerende Komitee van die Geneeskundige Afdeling 
van die S.A. Akademie vir Wetenskap en Kuns. 


SHAPIRO, CHARLES, B.A. (Cape), M.B., Ch.B. (ABER.) 


Qualified 1921. Superintendent of Frere Hospital, East London, 
1922 to 1924. In continuous practice at Mowbray, Cape Town 
since 1924, and Railway Medical Officer since 1925. A member of 
the Honorary Visiting Staff of the Rondebosch and Mowbray 
Hospital since 1926. Has devoted himself particularly to the 
field of General Practice and Anaesthetics. 

Has taken a very active part in Association affairs. Has been 
a member of the Federal Council, and Chairman of the Contract 
Practice Committee and the Assessment Committee of the Cape 
Western Branch. 

Was elected to the Medical Council 5 years ago. Has served 
on several committees including the Supplementary Health 
Services Committee, and on the ad hoc Committee dealing with 
‘The Conditions governing the Practice of Specialists’. 

As a General Practitioner and Railway Medical Officer in 
active practice, he has an intimate knowledge of the ethical, 
medico-political, and other problems concerning the profession, 
with which the Council has to deal. He considers it of the utmost 
importance to the public and to the medical profession to present 
the viewpoint of the general practitioner, whenever the occasion 
arises. 


SHAPIRO, MAURICE, M.B., B.CH. (RAND), 1929 


In general practice in Johannesburg since 1931. Medical Director, 
South African Blood Transfusion Service. Served as elected 
member of the Medical Council from 1949 to 1958. Member 
of Southern Transvaal Branch Council (M.A.S.A.) since 1943; 
President of the Branch, 1950: Member of Federal Council since 
1945 and of its Executive Committee, 1951-57; Association’s 
representative on Transvaal Public Hospitals Advisory Council, 
1948-58; Hamilton Maynard Medal, 1951, and  Association’s 
Bronze Medal, 1957; Past-president, Medical Graduate Asso- 
ciation. 

1. Our Medical Council has a moral duty to treat all medical 
practitioners as equals. Modern medical practice necessitates 
specialization in certain fields, but this should not mean that 
the specialist is entitled to claim, as a legal right, higher status. 
His status as an expert must derive from the esteem of his col- 
leagues. The competent specialist does not require a specialist 
register. Because of the disturbed relationships resulting from 
the specialist register I initiated action outside and inside the 
Council over the last 10 years which led to new rules (at present 
awaiting promulgation) creating a more satisfactory relationship 
between specialist and general practitioner. 

2. The best interests of the public and the profession are 
safeguarded by private, competitive medical practice. The doctor’s 
remuneration should be on a per service tasis and in keeping 
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with his professional standing. Various forms of contract practice 
are necessary at present but closed-panel benefit-society practice 
is particularly liable to undermine our ethical and economic 
standards. On my proposal a special ad hoc Committee of the 
Medical Council is at present obtaining the views of the profession 
about closed-panel appointments in relation to medical ethics. 
To stimulate the profession to positive action in preserving private 
medical practice, | persuaded the Medical Association to sponsor 
a Medical Services (Insurance) Plan which aims to pay practi- 
tioners full private fees. | am Chairman of the Steering Committee 
of this Plan. 

3. Auxiliaries are necessary in many medical fields and they 
must be adequately trained. But this does not require their volun- 
tary or compulsory registration. We must guard against the danger 
of progressive whittling away of the rights of the medical pro- 
fession in many fields of medical practice—-especially specialist 
practice—e.g. physical medicine, ophthalmology, psychiatry, 
clinical pathology. 

4. To maintain and improve his standards, every practitioner— 
specialist or general practitioner—requires access to a hospital 
and opportunities for academic advancement. Recent develop- 
ments have tended to exclude the G.P. from both spheres to the 
detriment of the profession and the public. I therefore supported 
(as a founder) the S.A. College of Physicians and Surgeons and 
also support the present attempt to establish a College of General 
Practice. I believe that the Medical Council is in a position to 
influence national policy in this matter and has a duty to do so. 


TONKIN, MICHAEL EDMUND LEE, M.B., B.Cu. (RAND) 


Dr. Michael FE. L. Tonkin graduated from the University of the 
Witwatersrand in 1940, during which time he was a member of 
the Students’ Medical Council. After serving an internship at the 
Johannesburg General Hospital, he joined the South African 
Medical Corps, and served as Medical Officer for 5 vears in 
South Africa, North Africa and Italy. He was awarded ‘Wings’ 
by the South African Air Force. 

After the war, he served as Deputy Medical Superintendent to 
the Johannesburg General Hospital for 6 years, and left on pro- 
motion to be Medical Superintendent at the Coronation Hospital 
in Johannesburg. All this time he was a member of the Board of 
the Faculty of Medicine of the Witwatersrand University. After 
5 years at Coronation Hospital he was appointed Director of 
Medical Research to the South African Branch of the Schering 
Corporation. 

He has also served in the interests of medicine and its auxiliary 
branches as Treasurer of the General Hospital Administrators 
Group of the Medical Association of South Africa, Chairman 
of the Hope Convalescent Home for Children, Provincial repre- 
sentative on the Hope Training Home, and Chairman of the 
South African Association of Occupational Therapists. He is 
at present a member of the Press Liaison Committee of the Southern 
Transvaal Branch of the M.A.S.A 

In 1955, he was awarded a World Health Fellowship to study 
Health Administration in the United Kingdom, the Scandinavian 
countries and Switzerland. 

He writes: ‘Not being in competitive medical practice, I feel 
I have the time, experience and ability to devote myself to the 
affairs of the medical profession in South Africa.’ 


VAN DR. GEORGE FREDERIK CHRISTIAAN TROSKIE 


Aan die Redakteur: Ek het in u jongste uitgawe ’n uitnodiging 
gesien vir kandidate vir verkiesing tot die S.A. Mediese Raad om 
besonderhede omtrent hulleself te verstrek vir publikasie in die 
Tvdskrif. 

Ek het in dieselfde Tydskrif briewe gesien van kollegas wat vir 
een of ander rede bitsige aanvalle op mede kollegas loots juis 
i.v.m. die aanstaande verkiesing. 

Waar ek ook een yan die persone is wat hulle op aandrang 
van kollegas bereid verklaar het om tyd en kragte op te offer in 
diens van die professie indien hulle sou verkies word, is ek onder 
huidige omstandighede nie bereid om my eie beuel te blaas om 
sodoende my verkiesing te probeer bevorder nie. 

Waar ek op rade dien probeer ek die saak dien en nie persone 
nie en allermins myself. 
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PASSING EVENTS : 


New Vice-President. Dr. P. F. H. Wagner, of East London, has 
been appointed Vice-President and President Flect of the Medical 
Association of South Africa. He was unanimously nominated 
to the position by the Border Branch, and at the October meeting 
of Federal Council, on the motion of Dr. R. Schaffer, President 
of the Association, seconded by Dr. L. L. Alexander, the nomina- 
tion was unanimously accepted Dr. Wagner will be inducted 
ahd wil! assume office as President at the Annual General Meeting 
of the Association that will be held in East London in September 
1959 during the South African Medical Congress. 


Dr. W. E. B. Edge, M.B., B.Ch. (Rand.), M.R.C.P. (Lond.), 
D.C.H., D.Obst.. R.C.O.G., formerly paediatric registrar at the 


Addington Children’s Hospital, Durban, has commenced practice 
aS a specialist paediatrician at 1017-1020, Eagle Star House, West 
Street, Durban. Telephone: 65156: after hours 29326. 

Proposed SANTA Tuberculosis Institution for Natives. After 
long planning and negotiation the South African National Tuber- 
culosis Association has received permission from the Native 
Affairs Department to erect a 50-bed pilot scheme in the Bavenda 
tribal area near Sibasa, Northern Transvaal. The site is on Native 
Trust land and in close proximity to 2 existing tuberculosis hospi- 


tals. If this experimental scheme is a success it is hoped in the 
future to institute similar schemes in other Native Reserves. 
* * 


Travelling Fellowship in Psychiatric Medicine. The College of 
Physicians, Surgeons and Gynaecologists of South Africa are 
offering a travelling Fellowship in Psychiatric Medicine tenable 
for one year in Britain, Europe or North America and beginning 
in January 1960. The conditions of the award will be found at 
p. XX1X of thisissue of the Journal. Applications should be sub- 
mitted not later than 30 April 1959 to the Honorary Registrar, 
College of Physicians, Surgeons and Gynaecologists of South 
Africa, P.O. Box 120, Cape Town. 
* 

Medical, Dental and Pharmacy Act. The Government Gazette 
announces that the Minister of Health in exercise of the powers 
conferred on him by the Medical, Dental and Pharmacy Act, 
has approved of the following amendment of the rules made 


ERE-PENNINGMEESTER SE SPESIALE FONDS 


Met hartlike dank word die volgende skenkings gedurende die 

maand Oktober 1958 erken: 

The following donations during the month of October 1958 are 

gratefully acknowledged: 
Voorheen erken Previously acknowledged 1,078 15 0 

Dr. T. P. S. Mulligan, Cape Town 

Dr. C. A. H. Green, Johannesburg .. 

Anonymous, Bechuanaland Protectorate 

Prof. J. F. Brock, Cape Town 

Dr. J. N. Smit, Kroonstad 


NEW PREPARATIONS AND 


FLOROTIC 


Squibb Laboratories (Pty.) Ltd. announce the introduction of 
Florotic for the treatment of inflammatory otic conditions, and 
supply the following information: 

Florotic combines the antipruritic, anti-inflammatory action 
of Florinef (Squibb Fludrocortisone) with the antibacterial action 
of neomycin and polymyxin B and the antifungal action of 
mycostatin (Squibb Nystatin). 

Florotic is available in a combination package, consisting 
of Florotic powder and 5 c.c. of aqueous glycerine diluent (pH 4-9) 
with accompanying glass dropper. When reconstituted as directed 
with the diluent, Florotic provides, per c.c. of suspension: Florinef 


VIR GENEESKUNDE 


APPLIANCES : 


1097 
IN DIE VERBYGAAN 


by the South African Medical and Dental Council under para- 
graph (A) of Subsection (2) of the said section of the Act. 

Add the following further qualifications under the heading (a) 
Medical Practitioners: 


Abbreviation for 


Licensing Body Qualification Registration 
College of Physicians of Fellowship .. F.C.P. (S.A.). 
South Africa 
College of Surgeons of Fellowship ..  F.C.S. (S.A.). 


South Africa 
College of Obstetricians Fellowship .. 
and Gynaecologists of Diploma in 
South Africa Midwifery 
* * * 


Union of South Africa, Department of Health. Newsletter No. 43 
of 1958. Notification of formidable epidemic diseases and polio- 
myelitis in the Union during the period 17-23 October. 
Plague, Smallpox. Nii. 
Typhus Fever. Cape Province. 1 (One) Native case of typhus 
fever reported on the farm Bonaparte in Queenstown district. 
Poliomyelitis 
Eur. Nat. Col. As. Total 
- 3 
2 
3 
8 
Non-Eur. 


1 


F.C.O. and G. (S.A.). 
Dip. Mid. C.O. and G. 
(S.A.). 


Transvaal 

Cape Province 
Orange Free State 
Natal 


| 


inl 


Totals .. 4 3 
Local Authorities Eur. 
Transvaal: 
Benoni municipality 
Rustenburg municipality 
Ventersdorp district 
Cape Province: 
Dispatch municipality 
East London municipality 
Natal: 
Durban Borough .. vs 
New Germany township .. 
R= Rural. 


cc 


U = Urban. 


: HONORARY TREASURER’S SPECIAL FUND 


£ 
Dr. J. D. Joubert, Kaapstad 5. 
Dr. K. I. Goldswain, East London .. a - 330 
Dr. D. H. Biggs, Pietermaritzburg .. > 3 
Dr. W. J. Leitner, Windhoek .. 1010 O 
Dr. K. M. Seedat, Durban 5 $3 ® 
Dr. S. J. Marais, Colesberg 


Totaal op 31 Oktober 1958 
Total at 31 October 1958 


NUWE PREPARATE EN TOESTELLE 


acetate 1-0 mg.; neomycin base (as sulphate) 3-5 mg.; poly- 
myxin B (as sulphate) 10,000 units; mycostatin 100,000 units, 
The reconstituted suspension is stable for 7 days at room tempera- 
ture. 

Action. Florinef inhibits inflammatory reactions to bacterial, 
allergenic, chemical and physical irritants. It also has antipruritic 
action. Neomycin and polymyxin B are active against a wide 
range of gram-positive and gram-negative organisms which 
cause otic infections, and they act therapeutically and prophy- 
lactically against most superficial bacterial infections of the ear. 
Mycostatin acts to prevent fungal overgrowth which may occur 
as a result of antibiotic-steroid therapy. 

Therapeutic results. Favourable therapeutic results were re- 
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ported in 111 out of 120 patients treated with Floretic by several 
investigators. The conditions treated included diffuse external 
otitis (and external otitis secondary to otitis media), and seborrheic 
dermatitis with secondary infection and otomycosis. 

Advantages 

Immediate relief of itching and inflammatory and _ allergic 
reactions with Florinef, the most effective antipruritic, anti- 
inflammatory agent known. 

Prompt inhibition of otic discharge and secretions. 

Prophylactic and therapeutic action against secondary bacterial 
invaders responsible for most otic infections. 

Added protection against fungal superinfection. 

Virtual absence of irritation and sensitization. 

Indications. Florotic is indicated in otic conditions which are 
known to respond to topical steroid therapy. It is particularly 
indicated when secondary bacterial infection exists, or where 
there is a possibility of fungal superinfection. Some of the specific 
conditions which may be expected to respond to Florotic are: 


REVIEWS OF BOOKS 


NIERSIEKTES 


Nierenkrankheiten. Physiologie, Pathophysiologie, Kliniek und 
Therapie. Von Prof. Dr. H. Sarre. xx+540 Seiten. 118 Abbil- 
dungen. DM 59.-. Stuttgart: Georg Thieme Verlag. 1958. 


Hierdie is ‘n baie geslaagde boek binne die beperkinge wat daar 
altyd is op ’n boek van hierdie gehalte. Proffessor Sarre het gepoog 
om binne die bestek van 550 bladsye die hele ingewikkelde pro- 
bleem van nierpatologiese fisiologie en -chirurgie saam te vat op 
so *n wyse dat dit vir die student, sowel as vir die algemene prak- 
tisyn, en selfs vir die uroloog, ‘n nuttige en handige boek kan 
wees. Dit is my mening dat hy hierin baie goed geslaag het. 

Die afdelings van die boek is baie duidelik uiteengesit. Die 
besprekings van elke individuele onderwerp is kort en bondig en 
bevat alleenlik die essensiéle stof wat op die huidige oomblik van 
belang is. Selfs met betrekking tot die nuutste eksperimentele 
werk was dit vir my baie duidelik dat proffessor Sarre in alle opsigte 
homself op hoogte gehou het en ook wat van belang is, hier in die 
boek weergegee het. 

Ek het verskillende gedeeltes van die boek met groot belang 
nagegaan, aangesien hy juis geskryf het oor onderwerpe op uro- 
logiese gebied waarin ek self belang stel, en dit is vir my baie 
duidelik dat proffessor Sarre in hierdie afdelings homself besonder 
goed van sy taak gekwyt het. Dit is my mening dat dit waar- 
skynlik dieselfde sal wees met die ander gedeeltes van die boek. 

Die een nadeel verbonde aan hierdie boek is dat dit in Duits 
geskryf is en derhalwe is die afset hier in Suid-Afrika tot ’n mate 
ietwat beperk. Maar vir dié geneeshere wat wel die Duitse taal 
magtig is, kan ek dit alleenlik aanbeveel as ’n baie goeie toevoeging 
tot hulle biblioteek, en 'n boek wat ek voel vir hulle werklik van 
praktiese belang sal wees in die behandeling en hantering van 
enige nierprobleem, of selfs niernavorsing. Vir die student kan 
dit van groot nut wees, en ek kan dit ten sterkste aan- 
beveel as *n baie goeie teksboek vir die student in sy finale kliniese 
jare, wat belangstel in niermoeilikhede, medies sowel as chirurgies, 

J.N.deK. 


DYNAMICS OF PSYCHOTHERAPY 


Dynamics of Psychotherapy. The Psychology of Personality 
Change. Volume III. Procedures. By Percival M. Symonds, 
Ph.D. Pp. xxxv+607. $6:°50. New York and London: Grune 
& Siratton Inc. 1958. 


This book brings to a close a valuable addition to the literature on 
psychotherapy. This volume deals with techniques used by the 
therapist; the first volume had described general principles, and 
the second had dealt with psychotherapy as it affects the patient. 
The total work is most useful to all who use interview methods 
and it makes excellent reading and is clearly presented. 

The work is more than a review of the literature on psycho- 
therapy. Professor Symonds has attempted to coordinate into a 
coherent body of theory the contributions from different schools. 
The basic orientation derives from psychoanalysis, with its medical 
and biological emphases. The attitude of Carl Rogers contributes 
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otitis externa (acute and chronic); suppuration following a radical 
or modified-radical mastoidectomy: dermatitis (atopic, eczema- 
toid, seborrheic); inflammatory lesions with infection. 

Administration. \n most external otic conditions, 3 drops of 
Florotic should be instilled into the external auditory canal 2-4 
times daily. When improvement is observed, frequency of ad- 
ministration may be reduced. Supplementary systemic anti- 
bacterial medication may also be required in acute or resistant 
infections. 

Side-effects. One patient reported pain on application. No 
evidence of irritation or toxicity was observed in any other case. 

How supplied. Florotic is supplied in a combination package 
consisting of Florotic powder and 5 c.c. of aqueous glycerine 
diluent with accompanying glass dropper. Directions are supplied 
for reconstitution. Stocks are available from all wholesalers 
and retail pharmacies. 

Squibb Laboratories (Pty.) Ltd., Pharmacy House, 80 Jorissen 
Street, Braamfontein, Johannesburg. 


: BOEKRESENSIES 


a ‘client-centered’ orientation, a stress of minimal activity from the 
therapist, so that the patient himself arrives at a change in his 
perception of the self. Like Rogers, a non-medical therapist, the 
author holds that psychological disturbances represent not ill- 
nesses but learned behaviours of maladaptive sort. The psycho- 
therapeutic encounter provides the ‘client’ with opportunities for 
relearning. 

The author reflects how broad a field of observations await a 
more scientific definition. The critical reader may object that much 
of the extensive writing on psychotherapy quoted by the writer is 
excessively impressionistic, and uncontrolled by 
scientific methodology. Only a few critics would still doubt that 
psychotherapy is effective in treating psychoneurosis. It is clear 
that the therapeutic change is brought about by the patient's 
emotional experience in treatment, and that the doctor’s task is to 
engender this tide of feeling, and control it so as to be thera- 
peutic. The author has described the techniques of training, 
practice and personal emotional education enabling the doctor 
to do psychotherapy. 

However, not all the systems of theory comprising contemporary 
medical psychology can claim scientific status. Measurement, 
prediction and control require to be exercised if an adequate 
methodology is to be established for psychotherapy. Aspects of 
the therapeutic process can be evaluated objectively; what happens 
between the patient and doctor can be studied with tape recording 
and film. Moreover, the — of the treatment relationship, 
once considered inviolable, has been shown by group therapy to 
be dispensable. The patient can in time ignore that there is an 
observer behind the one-way screen. 

Professor Symonds has not concerned himself with these 
attempts to validate psychotherapeutic theory. He has succeeded 
in providing a clear text-book of current practical procedures in 
psychotherapy. 

H.W. 


ELECTRO-ENCEPHALOGRAPHY 


Elektroencephalographische Studien bei Hirntumoren. Von 
Priv.-Doz. Dr. R. Hess. IV -+- 100 Seiten. 8 Abbildungen 
und ein Tabellenanhang. DM 19.80. Stuttgart: Georg Thieme 
Verlag. 1958. 


In this book the author analyses the electro-encephalograms of 
682 patients with verified brain tumours. The different forms of 
sbnecenal electrical brain activity are discussed and their relations 
to the localization of brain tumours is critically analysed. There 
are a great number of tables depicting the different abnormal 
waves found in tumours in different localizations. 

The book is a comprehensive contribution to the diagnostic 
importance of this form of clinical investigation, but leaves no 
doubt that localization by this method is uncertain and at present 
cannot supplant the investigations of air studies or arteriograms 
in the exact localization of brain tumours necessary if surgery is 
to be performed. 

H.L.d.V.H. 
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CORRESPONDENCE : BRIEWERUBRIEK 


CONGRESS PRESIDENT’S THANKS 


To the Editor: 1 wish through the Journal to convey my thanks 
to the Federal Council for electing me Congress President for the 
Congress to be held in East London in September 1959 and 
also for doing me the great honour of electing me as President 
Elect of the Federal Council for the year 1959-60. I greatly 
appreciate this singular honour and will do all in my power to 
be worthy of it and to live up to the high standard set by my 
predecessors. 

P. F. H. Wagner 
44 Union Street, East London 
28 October 1958 


A QUERY 
To the Editor: Please tell me the Latin for ‘bounder’. 


T. Schrire 
17 Rugby Road, Cape Town 
31 October 1958 


NAUDE VERSUS WHITTLE 


To the Editor: The details and outcome of the Naudé versus 
Whittle case are probably common knowledge to the members 
of the profession. They were published in full in the Journal of 
8 June 1957 (31, 571) and 18 January 1958 (32, 80 and 61). 

Dr. Naudé won his case in the Appeal Court and was awarded 
£800 with costs. We have received a statement from Dr. W. J. 
Naudé’s attorneys, which reads as follows: 


Total costs ‘ £1,430 17 7 

Less amount of judgment recovered from B. J. 
Whittle 800 0 0 
£630 17 7 


You will remember that during 1957 an Appeal was started by 
the Transkei Branch of the Medical Association and up to date 
we have received £103 3s. Od. leaving Dr. Naudé still £527 14s. 7d. 
out of pocket. This does not cover the time that he had to spend 
away from his practice nor the damage he suffered from the de- 
famatory statement. 

We once more wish to appeal to members of the profession to 
contribute to this Appeal Fund and we also wish to thank those 
who have already contributed. Any monies which are received 
in excess of the required figure will be transferred to the Associa- 
tion’s Benevolent Fund. 

Cheques, which should be crossed, should be sent to The Naudé 
Appeal Fund, P.O. Box 318, Umtata, Transkei. We have opened 
a separate banking account operating as the ‘Naudé Appeal 
Fund Account’. 

J. H. Hofmeyr 


P.O. Box 318, Umtata, Transkei Hon. Secretary 
18 October 1958 Transkei Branch 


DIFFERENTIATION IN SALARY SCALES 


To the Editor: On 23 July 1957 the following two motions were 
debated and passed at a general meeting of the Southern Trans- 
vaal Branch of the Medical Association: 


1. ‘That the Southern Transvaal Branch of the Medical As- 
sociation of South Africa disapproves of the decisions of both 
the Executive Committee of the S.A. Medical and Dental Council 
and the General Council in regard to the racial differentiation in 
salary scales paid by the Transvaal Provincial Administration, 
as reported in the South African Medical Journal of 23 March 
1957, p. 289." 

2. ‘That the Southern Transvaal Branch of the Medical As- 
sociation of South Africa requests the Federal Council to request 
the Administrator-in-Executive of the Transvaal Provincial 
Administration to abrogate forthwith its policy of racial differ- 
entiation in salary scales, as at present applied to interns and 
medical practitioners in its employ, as this procedure is at variance 
with the ethical standards of the medical profession.’ 

On 24 July 1957 a letter was forwarded to the Secretary of the 


Medical Association of South Africa informing him of these 
two motions. May I request the Secretary to inform the pro- 
fession, through your columns, of the steps Federal Council 
has taken to implement the request contained in the second 
motion and of the present position, as 15 months have now elapsed. 
To me it appears that motions of principle, such as this, are 
allowed to pass into the convenient limbo of forgotten and em- 
barrassing events. 


1206 Medical Centre, 
Jeppe Street, Johannesburg 
24 October 1958 


W. Lewin 


[This matter was brought to the notice of the Augmented 
Executive Committee (Transvaal) early in 1956. It was placed 
before Federal Council and has been dealt with by the Parlia- 
mentary Committee of Federal Council, to whom the Southern 
Transvaal Branch’s resolutions of 23 July 1957 were also referred. 


At each of the last three meetings of the Federal Council th 
Parliamentary Committee have submitted reports on the subject, 
which have been considered by Federal Council. The decisions 
come to are indicated in the minutes of the first two of these 
meetings, which were published in the Journal as follows: 


September meeting of 1957 (Journal of 23 November 1957, 
p. 1207). ‘Rates of Pay for Interns in Provincial Hospitals: After 
reporting on this matter in so far as the Transvaal Province was 
concerned, Dr. Struthers informed Council that the matter was 
now before the Central Health Services and Hospitals Coordin- 
ating Council and that nothing further could be done at present. 
Noted’ 


April meeting of 1958 (Journal of 19 July 1958, p. 733). ‘Pay- 
ment of Interns—Provincial Hospital Service: The Chairman of 
the Committee stated that this matter would be discussed by a 
joint meeting of the Administrators of the Provinces. He under- 
stood that they were to meet during the following week and that 
a reply could be expected in due course. Noted.’ 


The Parliamentary Committee again reported on the matter 
at the Federal Council meeting of October 1958 when, nothing 
more having been heard from the Central Health Services and 
Hospitals Coordinating Council, it was decided to wait until 
further information had been received. The minutes of this 
meeting will be published in the Journal in due course.—Editor.] 


TREATMENT OF ULCERATIVE COLITIS 


To the Editor: 1 should like to report in a short letter on the 
efficiency of the drug Salazopyrin (salicyl-azo-sulphapyridin) in 
the treatment of ulcerative colitis. 

As we all know, this condition is characterized by periods 
of acute exacerbations and remissions lasting many months. 
As yet no one curative method or drug has been found although 
many have been employed. Treatments vary from psychotherapy 
to local colonic instillations with variable results. 


I therefore feel it is worth while reporting a prolonged remission 
produced by this drugin a most resistant case of this disease. 
I have used it in a total of 4 cases, all with excellent results. For 
the sake of brevity I shall give details of only one case: 


A European male aged 20 years was suffering from continuous 
diarrhoea with blood and mucus in the stools for 5 vears. The 
diagnosis of ulcerative colitis was confirmed by sigmoidoscopy, 
barium enema, and frequent stool examinations. He had pro- 
longed treatment in hospital without any improvement at all. 
At one stage a caecostomy or ileostomy was considered. 

At the age of 15 he used to have 10 stools a day and about 
20 at night. During his stay in hospital at the age of 17 he had 
about one stool every half-hour. He was given frequent blood 
transfusions and had a cachectic appearance. 

In July 1957 he was started on a course of Salazopyrin, 1 g. 
every 4 hours, together with iron tonic. After 4 weeks’ therapy 
there was a dramatic improvement, with the passage of 1-2 normal 
stools in 24 hours. His weight increased from 156 to 185 lb., 
with definite and marked improvement in his anaemia. Repeat 
sigmoidoscopy revealed marked healing of previous ulceration. 


ical 
na- 
on. 

of 

2-4 
ad- 
nti- 

ant 

No 
ase. 
age 
‘ine 
lied 
lers 

his 

the 

ill- 
ho- 

for 
ita 
uch 
is 
by 
hat 
lear 
nt’s 
to 
ing, 
>tor 
‘ary 
ent, 
iate 
of 
ling | 
hip, 
to 
an 
ded 
Von 
en 
eme 
s of 
s of 
lions 
here 
‘mal 
ystic 
no 
sent 
‘ams 
ry iS 
i 4a 


1100 


During the treatment no toxic effects of the drug were found. 

Some workers have recommended the use of ACTH in con- 
junction with the drug. This was not used in any of the cases | 
treated. All patients have been maintained in excellent health 
for about | year. Short repeat courses of the drug were used 
intermittently, mainly for prophylaxis. No further iron therapy 
has been given since initial response, because the blood picture 
was maintained within normal limits. 

!t would be interesting to hear from other colleagues whether 
similar results have been obtained. 

N. K. Cath 

Welkom, O.F.S. 
26 October 1958 


A CASE OF LARGE SCROTAL SWELLING 


To the Editor: A.D., an obese male Nauruan, aged 45 years, had 
suffered from a swelling of the scrotum since childhood. The 
appearance of the swelling was exactly like that of filarial elephan- 
tiasis of the scrotum, which | have treated in West Africa. A.D.’s 
complaint had always been regarded as elephantiasis. There 
was retraction with complete disappearance of the penis, so that 
urination was accomplished through a small opening in the 
upper part of the scrotum. No impulse could be felt on coughing. 
There was widening in the region of the cord on both sides, but 
the probability of hernia seemed small. The swelling did not 
disappear at night. It was dull on percussion. It felt more like 
elephantiasis than hernia. It seemed improbable that a hernia of 
this size would exist for many years without symptoms of in- 
testinal obstruction, of which there had been none. From the 
size and consistency of the swelling | estimated that it would 
weigh between 12 and 16 Ib. Filaria was endemic on Nauru 
until recent years. 

On 5 June 1958 an operation was performed under local anaes- 
thesia. Xylocain 0-25°% with epinephrine was used for the greater 
part of the infiltration, anc 0-5°, solution for the larger nerve 
trunks. The anaesthetic worked well and the patient made no 
complaint at any time during the operation. The incision used 

was as for elephantiasis, sti rting on the right side along the line 
of the inguinal canal and then transversely across the pubes. 
On extension of the incision downwards onto the scrotum a 
large right inguinal hernia was found, containing much matted 
omentum with almost the whole of the transverse colon. After 
removing as much omentum as possible I could not return the 
transverse colon to the abdemen without considerably enlarging 
the incision through the internal oblique muscle upwards. Re- 
duction of the contents of the sac was attained with great difficulty. 
In view of the danger of leaving a weak spot in the abdominal 
wall by preservation of the cord, permission was obtained from 
the patient to remove the right testis. The cord could then be 
cut off short and a complete repair effected with stainless steel 
wire. 

Recovery was complicated by the occurrence of considerable 
abdominal distention, retention of urine, and scrotal haematoma. 
Arterial hypertension and glycosuria, from which the patient 
suffered, caused some anxiety, and nursing was difficult on ac- 
count of obesity. There was delay in healing of the skin wound 
partly because the patient was careless—the dressings were con- 
tinually coming off. 

He was discharged from hospital on 2 August with the wound 
well healed, and he went back to work as a bus conductor on 
11 August feeling very well. The mistake in diagnosis was due 
to my failure to consider the texture of the skin of the scrotum, 
which was not really thickened as in elephantiasis. I was misled 
mainly by the general appearance of the scrotal tumour. At 
operation there was no sign of filariasis. 

S. V. Humphries 
Naurn, Central Pacific 
25 August 1958 


HALOTHANE 


To the Editor: Francis Bacon states in Novum Organum (1620): 
‘Read not to contradict and confute, nor to believe and take 
for granted . . . but to weigh and consider.’ It is in this spirit 
that I wish to add a few comments to Dr. Russell’s valuable and 
timely clinical appraisal of Halothane (Journal, 18 October).' 
For, principally, 1 believe like others’ that a total flow-rate 
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of four litres per minute is still too wasteful of this very expensive 
anaesthetic. Further, of greater academic importance, the use of 
a total flow-rate of anything less than at least 5 litres per minute 
implies a closed system with different inspiratory gas concentra- 
tions than those issuing from the anaesthetic machine.** Thus 
Dr. Russell is not justified in his emphasis on the accuracy with 
which the inspiratory concentration of halothane is known at a 
total flow-rate of only 4 litres per minute issuing from his ‘Fluotec’ 
vaporizer into his closed system. Dr. Russell, by preferring a 
Waters absorber unit because of ‘possible dangerous high per- 
centage concentration’ with ‘the circle absorber’, is confusing, 
because there is not the slightest difference between the two 
closed systems in this respect. In any case, accurate monitoring 
of inspiratory concentrations of other potent anaesthetic vapours 
such as cyclopropane and ether is neither customary nor practical. 

Originally the same problem of economy existed with cyclo- 
propane and, of course, it still exists. Yet no-one will nowadays 
deny the utility of cyclopropane when used in a closed circuit. 
Similarly, halothane is now actually being used in as closed a 
system as one likes®'* with inspiratory concentrations readily 
inferred from simple graphs as illustrated in Dr. Burton’s paper® 
and described somewhat more empirically by Marrett® and by 
Brown and Woods.’ It should be noted that vaporization from 
the unmodified ether container of a standard closed system is 
unpractical, because the chemically active halothane destroys 
the rubber and synthetic materials used for gaskets and washers 
in both the Boyle Il and the Coxeter-Mushin units.”* 

I have used halothane daily during the last 15 months while 
working with Burton and Gusterson at Worthing in England, 
at a total flow-rate of only | litre of fresh gas (oxygen) per minute 
in a closed-circle absorption system. While Marrett® vaporizes 
halothane from the ether vaporizer of the closed-circuit ether 
inhaler of the Marrett machine, we prefer to insert a Rowbotham 
bottle into the inspiratory limb of an ordinary circle absorption 
system. This technique allows amazing economy; I heartily 
recommend it, and it is beautifully described and justified i 
Burton’s original article.° 

Under the title ‘Halothane concentration’ this question has 
been thoroughly dealt with in the correspondence columns of 
the British Medical Journal during the last year. Newman" 
showed with painstaking original work that the resistance con- 
tributed to the closed system by the incorporation of a Row- 
botham bottle was negligible and, among others, Burton,® Marrett,® 
Brown and Woods,’ and Gusterson,'® disposed of the last objec- 
tion to the use of halothane in a closed-circle system by con- 
conclusively discrediting the notion of a ‘build-up’ in these cir- 
cumstances. 

Finally, while our experience is in accord generally with Dr. 
Russell’s, | definitely prefer to avoid altogether the use of anti- 
depolarizing relaxants with halothane. Initially intermittent 
doses of suxamethonium are eminently satisfactory in preventing 
uncontrolled hypotension,’ and after some 20-30 minutes of 
halothane anaesthesia adequate relaxation without the aid of 
specific muscle relaxants is usually in evidence.*:? Furthermore, 
the extreme flexibility—one of the most valuable attributes of 
halothane anaesthesia—is thus retained.’ 

According to Burton and Gusterson'®? a Rowbotham bottle 
specially designed for the purpose herein described will very 
shortly be available commercially. This will remove the annoy- 
ing fact that most available types of Rowbotham bottles are 
designed for use in the Walton machine and require minor 
modification before fitting into the inspiratory limb of our closed 
circuits. 

J. W. Mostert 
Karl Bremer Hospital 
Bellville, Cape 
27 October 1958 
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